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A HOME AWAY FROM HOME* 


ROSE LAUB COSER 


Department of Sociology and Anthropology, Wellesley College 


The sick person who is admitted 
to the hospital ward is frequently 
overcome by anxiety to such an ex- 
tent that he is likely to suffer from a 
partial blurring of his self-image be- 
cause of the actual and symbolic 
threat to his body. His forced passiv- 
ity, his horizontal pose, the removal 
of his own clothes and belongings, the 
fact that doctors and nurses, persons 
hitherto unknown to him, have full 
access to his body, and the fact that 
he cannot anticipate what will happen 
to him—all these factors contribute 
to a loss of ego identity. (1) The 
threat he experiences and the con- 
comitant loss of ego strength is likely 
to bring with it a partial regression* * 
to a stage in childhood when the 
outer world was perceived as but an 


* This paper is based on some findings 
from a study of the role of the patient 
in the ward of a general hospital. The 
hospital is situated in a metropolitan area 
in the Eastern United States and serves 
as a teaching hospital to several medical 
schools. The research consisted of partici- 
pant observations of the medical and sur- 
gical wards, as well as of standardized 
interviews given to patients at discharge. 
The 51 patients interviewed at discharge 
were chosen at random from the female 
and male surgical wards and female and 
male medical wards, each of about 25 
beds. The following is a qualitative analy- 
sis of some interview data. 


** The term “regression” is here used 
as defined by Kurt Lewin. It refers to 
a “primitivization of behavior, a ‘going 
back’ to a less mature state which the 
individual has already outgrown.” Lewin 
goes on to say: “A temporary regression 
frequently occurs in tense emotional situa- 
tions with normal adults and children, 
particularly if these emotions are un- 
pleasant. . . Fatigue, oversatiation and 
sickness often cause temporary regres- 
sion.” (4) 


extension of the self, having as its 
sole function providing satisfaction to 
the child. The outer world, at that 
stage, was not seen as reality separate 
from the self to be acted upon, but 
rather as a source of intake and se- 
curity. Similarly, many patients seem 
to find in the hospital sources for 
the satisfaction of their primary needs. 

After recovering from their initial 
fears after admission, many patients 
felt protected and taken care of; many 
of them said that “this is as good as” 
or “better than” home: Their meals 
were brought to them, their beds 
made, their hygiene supervised. Their 
health was the concern of doctors and 
nurses and not their own responsibil- 
ity. The legitimate passivity in which 
they could now indulge constituted a 
gratification of desires which in or- 
dinary life they would have had to 
repress in order to live up to their 
everyday obligations. 


Moreover, relationships among pa- 
tients in the ward were characterized 
by a high degree of sociability and 
the formation of friendship ties. 
These ties suggested to the patient 
something akin to “home,” as they 
themselves expressed it. Mr. Gol- 
der,*** to cite just one example, felt, 
“It’s wonderful here, it’s a regular 
party ... it seems home to evetybody.” 


Thus the hospital was often seen 
as “home away from home.” It was 
experienced as a source for the satis- 
faction of primary needs; primary re- 
lationships established there were 
sufficiently similar to those that char- 
acterize family life: the relationships 
were considered ends in themselves 


*** All names are fictitious. 





and very frequently outlasted the time 
and the vlace in which they were first 
formed. * 


Several factors combined to make 
paticnts feel “at home” in the hospital, 
in addition to the ones mentioned 
above. For some, there was a trfa- 
ditional element, as for Mrs. Lee, who 
said proudly: “I knew this place when 
you weren't even born,” or Mrs. 
Brown,:who, when admitted for the 
second time, explained: “I have been 
here once before, but when I came 
here, I knew the place. My mother 
had been here several times and my 
husband, he was both on the medicai 
and the surgical wards. My fath-- 
died here. This is like home for me.” 
For others, the hospital was a substi- 
tute for the family because they had 
nobody to take care of them. Mrs. 
Norstis, for example, did not want 
to go home when discharged: “I’m 
surprised my doctor sends me home. 
... I'm helpless when I go home. . . ” 
Mr. Morris felt the same way: “The 
trouble is this, I have nobody to take 
care of me. . It's only a week and 
here they discharge me.” 


But even to many who had families, 
the care in the hospital seemed pref- 
erable; Mr. Drake, asked whether he 
would rather be home or in the hos- 
pital, in case of illness, replied: “I'd 
rather come to the hospital, get more 
attention .. .” or Mr. Fazzio: “This 
hospital is very nice; they're courteous 
and meet every wish and you don’t get 
your every wish at home, so if I had 
to be sick I'd rather be here.” 


The hospital was considered fre- 
quently a source for the maintenance 
of the patients’ security rather than a 
physical setting in which specific, well- 
defined tasks had to be accomplished. 
This became evident in the patients’ 


*The term “primary” is here used to 
indicate total rather than segmental in- 
volvement of the personality, and affective 
and diffuse rather than affectively neutral 
(2, 9) 


and specific attitudes. 
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answers to the question, “When you're 
sick, would you rather be home or in 
the hospital?” This question gave the 
patients the opportunity to elaborate 
on what they thought about hospital 
life. We were interested in their com- 
ments about the hospital rather than 
in their statements of preference. 


Some patients felt-that the hospital 
was better equipped to do a specific 
job. Miss Peterson, who said that she 
preferred the hospital to home, ex- 
plained: “They are more equipped, 
their research is further advanced, 
there is always something new coming 
into a hospital, you are not in the 
care of any one person but of the 
whole staff...” Patients like this one 
saw the functions of the hospital as 
limited and instrumental. 


Other patients felt that “care and at- 
tention” were the main aspects of hos- 
pital life. Their response indicated that 
they saw the hospital as a source for 
the gratification of primary needs.** 


Of the 40 patients who at discharge 
disclosed the meaning that the hos- 
pital had for them, 21 felt that re- 
ceiving “care and attention” was the 
most important aspect of hospital life. 


If the dichotomy that emerges here 
is actually indicative of the patients” 
differential orientatiors toward hos- 
pital life, their desires for primary 
satisfactions should appear in other 
responses dealing with relationships in 
the hospital structure. In other words, 
if the above categories are meaningful 
for the testing of patient orientation, 
the desire for the satisfaction of pri- 
mary needs, on the one hand, and the 
instrumental attitudes, on the other, 
should manifest themselves in the 
patients’ relationships with the hos- 
pital personnel. 





** Eleven out of the 51 patients failed 
to make any comments in addition te 
their straight answer about preference; 
their answers were classified as “not ap- 
plicable” to the categories discussed bere. 
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For the patient the most important 
person in the hospital is the doctor. 
He is the one who is responsible for 
the medical care for which the per- 
son entered the hospital. It seems jus- 
tified to ask: “What does the patient 
expect from the doctor?” 


Two basically different images of 
the doctor emerge from the patients’ 
responses to the question, “What is 
your idea of a good doctor?”—(a) the 
professional man, and (b) the om- 
nipotent figure, or the dispenser of 
protection and love. 


When answering this, 22 patients 
gave instrumental criteria for judging 
a good doctor, i.e., somewhere in their 
answers they pointed to the necessity 
of scientific and professional compe- 
tence. For example: “He should be 
understanding, polite and know what 
he studied, what his profession is, 
that he understands what he is trying 
to diagnose.” “A bad one is careless, 
independent, he thinks his reputation 
makes up for him. A good doctor 
don’t overlook much, weighs things 
carefully.” 


Twenty-seven patients, however, 
saw in the doctor a gratifier of pri- 
mary needs, either through the pro- 
vision of kindness and love or through 
his inherent omnipotence. “The main 
thing: talks nice to me, gives me hope 
-”; “when the doctor takes in- 
terest. A smile doesn’t cost nothing. . . 
A student may be a better doctor. . . . 
A smile costs no money.” Trying to 
give me his idea of a good doctor, 
Mr. Rubin related his experience with 
two private doctors: “He is not too 


good a doctor, he is a Harvard grad- 
uate, a sporty guy, gave me a speech, 
that’s all. There was another one, he 
was good, he was a sociable and til«a- 
tive man, he used to talk to me nic..” 
These patients felt that a “good doc- 
tor” was-one who “talks nice,’ who 
makes them “feel good”; they did not 
answer in terms of skillful medical 
practice. In this category belong the 
patients who expected from the doc- 
tor omnipotence and omniscience. The 
most striking description of the mag- 
ical medicine man came from a seven- 
ty-year-old arthritic lady: 


A good doctor is when I came to this 
country 50 years ago. When people came 
to him they went back happy. He just 
looked at a patient, they make him talk, 
people went back all cured. He didn’t 
even give them medicine, and people 
went back, happy and so cured. If a 
patient came to him he write everything 
on a postal card and he kept it for years. 
He didn’t have any equipment like they 
have now and every patient was cured. 


Not all those who expected omnipo- 
tence from the doctor went to these 
extremes. Some simply said that all 
doctors “know more, know better,” or, 
“In my whole life I've never known a 
doctor to be wrong.” 


The patients’ definitions of a “good 
doctor” correlate significantly with 
the definition of the hospital's func- 
tion (Table 1). Patients who felt 
that the hospital needed to do an 
efficient job were more likely to ex- 
pect the doctor to display professional 
competence while those who expected 
“care and attention” tended to expect 
solace or omnipotence from the doc- 
tor. 


TABLE 1. 
PATIENTS’ ATTITUDE TOWARD HOSPITAL BY ATTITUDE TOWARD DOCTOR 








Attitude toward hospital 





N.A 
Primary (or not applicable) Total 





Attitude toward doctor Instrumental 

Instrumental 16 I 5 22 
Primary 3 19 5 27 
N.A. ° I I 2 
Total 19 21 11 51 











The fact that of the 19 patients who 
had an instrumental attitude toward 
the hospital, 16 had a similar attitude 
toward the doctor, and of the 21 who 
had a primary attitude toward the 
hospital, 19 gave a similar response 
with regard to the doctor, seems to 
indicate that the instrumental-primary 
dichotomy is significant. 


We feel that we are justified, there- 
fore, in classifying the patients into 
three types: 


I. Instrumental: Those who were 
instrumental in both responses, or 
whose response to only one question 
was instrumental while that to the 
other was not applicable to our cat- 
egories. 


Il. Primary: Those who manifested 
a primary orientation in both answers 
or whose answer in one only was 
primary while that to the other was 
not applicable to our categories. 


Ill. Mixed: Patients who were 
“mixed” in their orientation, i.e., who 
gave one primary and one _ instru- 
mental answer. 


We must now ask whether there is 
a significant difference in the adapta- 
tion to hospital demands between the 
patients who had a primary and those 
who had an instrumental orientation 
with regard to such demands. 


The following seem to be some im- 
portant conditions imposed on the pa- 
tient: 

(a) That he forfeit his reliance on 
family and friends in the matter most 
important to him at the moment, his 
health. From the time he enters the 
hospital, those who have been closest 
to him will be “visitors,” i.e., stran- 
gers, and those who are strange to 
the patient will have control over his 
person. 


(b) That he accept the “routine” 
and “order” of the hospital as defined 
by nurses and doctors and that he ac- 
cept the hospital setting as 4s, i.e., as 
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something that is not subject to his 
interference. 

(c) That he attempt to be a “good 
patient.” This means, in terms of doc- 
tors’ and nurses’ expectations, that he 
not complain, that he submit to rules 
and regulations without making any 
personal claims. 


We shall now examine some ways 
in which the three types of patients 
differ with regard to the three “adapt- 
ability factors” discussed above. 


We shall try to show that with re- 
gard to these three demands made on 
the patients, those who have a primary 
orientation toward the hospital or the 
doctor are more likely to comply, at 
least to judge from their responses to 
the formal interview, than those who 
have an instrumental orientation. The 
primary orientation is functional, it 
will be seen, for responding to hos- 
pital authority. 


In order to find out whether 
some patients forfeited their re- 
liance on family and friends and gave 
up, generally, their non-patient role, 
we shall consider the patients’ answers 
to the question: “What do you miss 
most while you're in the hospital?” 


To find out whether patients ac- 
cepted the hospital setting as some- 
thing that was defined by others and 
was not subject to their own inter- 
ference, we shall consider the patients’ 
responses to the question: “Are there 
any suggestions that you would care 
to make for a possible improvement 
of the patients’ comfort?” 


Finally, we shall examine the pa- 
tients’ images of a “good patient,” to 
find out whether they agree that pa- 
tients should sybmit to rules and regu- 
lations without making any personal 
claims. 


If we analyze the answers to the 
question, “What do you miss most 
while in the hospital?,” we find that 
the responses can be classified into the 
following types: 
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(a) Twenty-four patients missed 
those things or people that determined 
their roles in their non-hospitalized 
condition. Mrs. Thompson said that 
she missed her “freedom.” Miss Terri- 
ni, who lived at home with her mother 
and supported her, said that she 
missed her mother, and Mr. Thomas, 
a father, missed his “little boy, eight 
and one-half.” Mrs. Miller, a mother, 
missed husband and daughter; sixty- 
eight-year-old grandmother Mann 
missed her grandchildren. The high- 
school girl, Miss Bluestein, missed her 
friends, and the homemaker, Mrs. 
Wood, missed “husband, child, house- 
hold,” and said, “work is waiting for 
me; I wasn’t relaxed enough to look 
at television.” 


(b) Eleven patients missed things 
that assured their own bodily com- 
fort, such as food, liquor, smoking, 


Nine patients simply said that 
they didn’t miss anything. When Mrs. 
Kit was asked whether there was any- 
thing she missed while in the hos- 
pital, she said, “No, I don’t miss 
nothing,” and Mr. Goldman, who lived 
with his wife and was a foreman in 
a bakery, said, “I got everything, I 
don’t need nothing, you press the but- 
ton, the nurse is right there.” 


The answers to these questions were 
therefore divided into two main 
groups: (a) those who express the 
need for activity or interaction, and 
(b) those who express no such need 
or are concerned with bodily and 
passive gratification. 


As Table 2 indicates, the differen- 
tial awareness of wants is related to 
the patients’ differential orientation 
toward hospital or doctor. 


TABLE 2. 


ATTITUDE TOWARD HOSPITAL OR DOCTOR BY REPORTED DEPRIVATION 








Attitude toward hospital or doctor 





Miss most: 





instrumental Mixed Primary N.A. Total 
People, activity 14 2 8 ° 24 
Belongings, intake, nothing 4 2 13 I 20 
N.A. 3 ° 4 ° 7 
Total 21 4 25 I 51 





and things that can be considered 
“body extensions,” i.e., belongings and 
especially clothes. Mrs. Stephanos 
missed food. Mrs. Goldman, age fifty- 
one, said that she missed “nothing 
more than what I have here. I mean 
I like nice clothes to wear... .” Mr. 
Finkelstein, who lived with his daugh- 
ter and her family, seemed to exem- 
plify the type of person whose pri- 
mary concern is his body when he 
explained what he missed most: “First 
thing, I have a good bed [ie., at 
home]. Second thing, I got a bath- 
room next to me. Third thing, I eat 
too much in the hospital. Today they 
had some kind of lamb, that’s all I ate, 
meat, vegetables, bread, a cup of tea, 
that’s all.” 


Patients whom we have called “in- 
strumental” in their orientations to- 
ward hospital or doctor were more 
likely to miss people or activity 
while in the hospital than patients 
whom we have called “primary” in 
their attitudes. 


We have reason to suspect that the 
patient who enjoyed the “care and 
attention” in the hospital and ex- 
pected solace from doctors was better 
able to meet the demand that he “for- 
get about” his former duties and re- 
sponsibilities and forfeit his reliance 
on relatives and friends. 


We should now try to ascertain 
whether the patients who were inter- 
viewed accepted the hospital setting 
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as given, whether they accepted rules 
and regulations not so much because 
they were forced to but because they 
considered the rules “good,” whether 
they questioned the daily routine of 
the hospital or whether, in Erich 
Fromm’s words, they “wanted to do 
what they had to do.” * We will now 
consider the answers to the question: 
“Do you have any ‘suggestions for the 
ewan of the patient's com- 
ort?” 


Two types of patients emerge: 
those who had nothing to suggest 
as improvements for the patients’ com- 
fort, even after being probed;** and 


those who, often after being probed, 
made some suggestions for a change 
in routine. The suggestions range 
from “larger washroom,” “better tele- 
vision set,” “more visiting time,” to 
“less talk among nurses,” “brighter 
coloring on the walls,” “waking at a 
later hour.” 


As Table 3 shows, respondents who. 
had no suggestions to make for the 
improvement of the patients’ comfort 
were likely to have a primary attitude 
toward hospital or doctor, while those, 
who made some suggestion tended to 
have an instrumental approach. 


TABLE 3. 


ATTITUDE TOWARD HOSPITAL OR DOCTOR BY WILLINGNESS TO MAKE 
SUGGESTIONS 








Attitude toward hospital or doctor 

















a Made suggestions _ Instrumental Mixed Primary N.A. Total 
Yes 14 2 7 °. 23 
No 4 2 16 tyes 23 
N.A. 3 ° 2 ° 5 
Total ——- 21 4 25 I 51 
peng Out of the 18 _ instrumentally 


*Cf. Bettelheim, who says that in a con- 
centration camp (which has in common 
with the hospital that it is a restrictive 
community, that the residents do not leave 
the confines, that basic things, such as food 
and shelter, are provided without the sub- 
jects’ initiative, and that the residents live 
in fear of their well-being), the inmates 
after some time accept the norms of those 
in command. (1) 


** It is interesting to note that the idea 
that the patient has no say is often so 
internalized that, more frequently than not, 
the interviewer’s question about  sug- 
gestions was not understood. The respon- 
dent had a questioning look, or simply said 
“everything is all right,” but he indicated 
that this is something he had never even 
thorght about. Therefere, a probe was 
attempted whenever the patient seemed 
not to understand. The probe consisted in 
asking specifically about those things which 
were objects of gripes on the ward, like 
rot sleeping enough, being awakened early, 
inadequate food, etc. If even after probing 
the patient did not say that changes in 
hospital routine would be desirable, he 


was classified as having nothing to suggest. 





oriented patients who answered the 
question about suggestions, 14 had a 
concrete suggestion to make, while 
out of the 23 primary-oriented pa- 
tients who answered this question, 
only 7 had a suggestion to make. Mr. 
Flowerman seems to be representative 
of the patient who had a primary 
orientation and identified with those 
in authority. He enjoyed the attention 
he received in the hospital, expected 
the “good doctor” to “talk nice,” 
missed “smoking,” and had this to 
say: “I would like to smoke. But it 
wouldn't be right. If I were in charge, 
I wouldn't let anybody smoke, either.” 
Mr. Flowerman, when asked whether 
he had any suggestions for improve- 
ment of the patients’ comfort, gave 
indication of not understanding the 
question. When he was probed— 
“Suppose you were on the board of 
directors of the hospital, could you 
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think ot any recommendations?”—he 
said, “Everything is as it should be. 
They have a television here, of course 
now it’s out of order. What more 
could they do? They have a waiting 
room. What more could you want? 
They change beds for me.... At 
home you can’t get that attention, 
you can’t change your bed every day.” 

It is worthy of note that, in answer 
to this question, six patients stated 
their identification with hospital au- 
thority in the following terms: “The 
hospital is being run how they see 
fit,” “Patients shouldn’t talk,” “I 
don’t think a patient should make 
suggestions,” “Everything is as it 
should be,” “The doctors know what's 
best,” and “[Patients have] to obey 
orders.” All of these patients were of 
the primary type. 

We have implied that the patient’s 
inability to make suggestions for the 
improvement of hospital routine is an 
indicition of his acceptance of the 
hospital's norms. However, we would 
feel on surer grounds if we could dis- 
cover yet another manifestation of the 
patient's identification with those in 
authority. 

The responses to the question, 
“What makes a good patient?,” may 
serve us well here. 

In the analysis of the answer to 
this question, we want to find out 
whether the respondents have expec- 
tations as to the behavior of patients 
that are similar to the expectations of 
doctors and nurses. In our interviews 
with nurses and doctors, we found that 
the latter, for the most part, expected 
the patients “to be quiet,” “not to ask” 
and “not to complain.” We now want 
to find whether the patients them- 
selves, in their evaluations of patients’ 
behavior, use criteria of submission to 
rules and regulations rather than cri- 
teria indicating concern for “self-de- 
termination.” In other words, we are 
interested in finding out whether the 
respondent granted the patient in the 
hospital ward some degree of “auton- 
omy” or whether he considered hos- 


pital rules as absolutes to which the 
patient must submit unquestioningly. 

The concept of autonomy is here 
used in the sense in which Jean Pia- 
get first defined it. In his Moral Judg- 
ment of the Child (10), Piaget dis- 
tinguishes between “heteronomous” 
and “autonomous” authority. People 
who have a heteronomous conception 
of authority feel that rules and regula- 
tions emanate from a power outside of 
the social relations within which they 
are applied. They hold that rules 
cannot be changed and must be ac- 
cepted im toto without questioning. 
On the other hand, persons who have 
an autonomous conception of author- 
ity feel that rules are made by people 
who interact with each other and can 
be changed, through agreement, by 
those who participate in the “game.” 
According to these persons, rules can 
be judged and evaluated and changed 
by those who comply with them. 

Piaget shows that, in order to be 
autonomous, individuals must develop 
a sense of “reciprocity.” (8, 10) They 
must be able to put themselves, in 
their imagination, in the position of 
the other participants, in the interac- 
tion. Two corollaries derive from this: 
(a) The autonomous judgment of 
“good” or “bad” derives from the 
consideration of the point of view of 
the actor;* good and bad are not ab- 
solute standards, but are relative to the 
actor’s intention and to his ability to 
assume esponsibility. (b) Social 
interaction can proceed smoothly only 
if each party organizes his own be- 
havior in accordance with his expec- 
tations of the other party in the 
“game.” ** 


* This philosophy is the basis of modern 
criminology. 


** George Herbert Mead has elabcrated 
especially on this aspect of reciprocity in 
social relations: “The child who plays in 
a game must be ready to take the attitude 
of everybody else involved in that game 
. .. The child taking one role must be 
ready to take the role of everyone else 

-. 














10 


Autonomous behavior, then, accord- 
ing to Piaget's theory, consists in self- 
sufficiency of the individual, his abil- 
ity to judge “good” and “bad” deeds 
from the point of view of the actor, 
and his ability to interact with others 
on the basis of their positions and 
intentions. 


These criteria of autonomy may 
serve us well in the classification of 
the responses to the question, “What 
makes a good patient?” The concern 
for “autonomy” on the part of the 
respondents in their answers to this 
question was expressed in different 
ways. 


(a) Some respondents felt that 
“you got to help yourself,” that a pa- 
tient should be “self-sufficient as much 
as possible.” Mrs. Hardman felt that 
“the patient has to do a lot himself. 
Patients should help themselves. They 
can't follow completely ...” Mrs. 
Bowman felt that a good patient is 
one who “understands the doctor . . . 
[he must] know what it’s all about.” 


(b) The autonomous approach to 
the patient's role may be expressed in 
an indirect way. Some respondents 
claimed that the attribute of “good- 
ness” makes sense only if considered 
from the point of view or the con- 
dition of the individual patient. Thus, 
Mr. Hailos felt that “that depends on 
the age . . . it also depends on their 
education . . .” Mrs. Nathan stated: 
“I say this much, the patient can be 
good, she wants relief and I can’t 
blame her. I've seen some pesty pa- 
tients, they holler and yell but they 
feel that someone can help them. If 
there's any spark of life in you, you 
try to fight, but if you are desperately 
ill you can’t fight.” Mr. Geoffrey also 
felt that the patient's “goodness” de- 
pends on his own ability to make 
judgments. He said, “If a patient 
knows what's the matter, if they takc 
off a piece from his finger [shows his 
finger which was partially amputated 
previously], he knows what's wrong, 
he can be a good patient; but if his 
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stomach hurts him and it’s inside and 
he doesn’t know what's going on, he 
can't be a good patient.” 


(c) Finally, some respondents ex- 
pected of the patient that he be 
“considerate,” “cooperative,” etc. Al- 
though at first sight these answers 
seem to belong to a different dimen- 
sion of classification, we feel reason- 
ably justified in inverpreting them as 
an expectation of an attitude of reci 
procity in Piaget's sense discussed 
above. Thus, if Mrs. Smith felt that 
a patient should be “nice . . . it takes 
two to be nice, it takes two to make 
the bargain, you got to be under- 
standable that a person can do only 
so much,” she implied that a patient, 
to be good, must put himself, in his 
imagination, in the position of the 
other partners in the relationship. We 
have therefore decided that answers 
of respondents who consider the pa- 
tient “good” if he is “cooperative,” 
“considerate,” etc., should be classified 
together with the two first types of 
responses as “autonomous.” Although 
we are very well aware of the fact 
that, in everyday language, “coopera- 
tion” is an undefined term and may 
often be a polite term for “obedi- 
ence,” we still felt that these responses 
differed significantly from those of 
some patients who felt that a good 
patient is one who “keeps quiet,” 
who “keeps his mouth shut,” etc. 


Indeed, in contradistinction to the 
three types of responses outlined 
above, there was another type of an- 
swer, which revealed that the inter- 
viewees did not allow for any leeway 
in the decision-making of the patient 
himself. Thus, Mrs. Cherry felt that 
patients are good “when they lie ia 
bed and keep their mouth shut . . .”; 
Mrs.. Norman said that a_ patient 
should “do what he is told”; Mrs. 
Kane thought a good patient “is one 
who keeps his mouth shut”; Mr. 
Walnut felt that he must “just be- 
have himself.” These respondents im- 
plied that nothing but the most sub- 
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missive behavior is appropriate for 
the patient. 

If we divide our respondents into 
two groups, those who expected some 
degree of autonomy of the patient 
and those who expected complete 
submission, and compare these two 
groups with respect to their expecta- 
tions of hospital or doctor, we find 
that those who were instrumental in 
their orientation toward hospital or 
doctor were more likely to grant some 
degree of autonomy to patients than 


—"“What do you miss most while in 
the hospital?,” “Do you have any sug- 
gestions to make for the improvement 
of patients’ comfort?,” and “What is 
your idea of a good patient?”—patients 
who expected gratification of primary 
terms of adaptation to the demands of 
needs were more likely to answer in 
the hospital structure than patients 
who considered hospital or doctor 
from an instrumental point of view. 
Patients with a primary orientation 
more frequently said that they did not 


were those whose attitude toward miss anything in the hospital or that 

doctor or hospital was primary they missed objects for bodily and 

(Table 4). passive gratification; they tended to 
TABLE 4. 


ATTITUDE TOWARD HOSPITAL OR DOCTOR BY CONCEPTION OF 
THE GOOD PATIENT 








Attitude toward hospital or doctor — 














A good patient should be: Instrumental Mixed Primary N.A,. - Total — 
Autonomous 17 2 8 ° 27 
Submissive 3 2 15 ° 20 
N.A. I ° 2 I 4 
Total 21 4 25 I 51 
Respondents who granted some accept the hospital setting as “given” 


autonomy to patients were more likely 
tu wunsider the hospital as a place to 
“du a job” or to judge the doctor from 
tne point of view of his professional 
competence than were respondents 
who expected patients to be submis- 
sive to hospital demands. The latter 
were more likely to expect from the 
hospital or the doctor gratification of 
primary needs of attention, care, or 
fatherly behavior. 


In the preceding pages we have 
tried to throw some light on the 
question of whether the patients’ atti- 
tudes toward doctor and hospital 
generally were related to their accept- 
ance of deprivation and restrictions 
imposed by the hospital structure. 
More specifically, we found that pa- 
tients who had primary orientations 
toward the hospital or doctor were 
more likely to accept hospital norms. 


In response to all three questions 


and not to have any suggestions to 
make for the improvement of the 
patients’ comfort; and they more 
often than not expected patients to 
be submissive to the demands of 
doctors and nurses. 

While patients’ primary orienta- 
tions toward hospital or doctor seem 
to be associated with adaptability to 
their sick role in the ward, we should 
now like to turn our attention to 
some dysfunctional consequences of 
such adaptability. 

For the definition of the patient's 
social role, we have accepted Parsons’ 
analysis of the sick role: the patient 
is exempted from his usual responsi- 
bilities, he is in a condition that 
must be “taken care of.” The sick 
person is not, by institutional defini- 
tion, competent to help himself. He 
is generally in a position in which 
he cannot do what is to be done, and 
more specifically, he does not know 
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what is to be done. He must follow 
doctors’ orders and must let others 
in his environment make decisions 
about him. (9) 


As Parsons also points out, how- 
ever, one element of the definition of 
the patient’s role is its “undesira- 
bility,” with its “obligations to want 
to get well.” (9) Inherent in the 
patient role, then, is also its negation. 
What Everett Hughes has to say about 
some occupational roles applies here: 
frequently in the occupational realm, 
the success of a role performance 
consists precisely in the eventual 
abandonment of that very role. (3) 
If this is true in some occupations 
whose exercise is a necessary social 
activity, it is even more true in the 
case of the patient, whose condition 
is considered socially undesirable. In 
the hospital structure, where the doc- 
tor is endeavoring to be “more of a 
doctor” and the nurse tries to be 
“more of a nurse,” the patient is ex- 
pected to be “less of a patient” as 
hospitalization draws nearer to the 
end. It is for the sake of his speedy 
recovery, i.e., for the creation of a 
situation in which the sick role can 
be abandoned, that the restrictions 
imposed on the sick person are given 
justification. A good patient, as de- 
fined in society, is not only one who 
submits to medical and nursing au- 
thority, but one who gets well quickly 
and then is ready to take up his 
everyday activities. 


In the hospital (as elsewhere in 
our culture), a patient who makes a 
speedy recovery is praised as being 
a “good girl” or “good boy,” not only 
because his getting well is an indica- 
tion of his obedience to doctors’ in- 
structions, but because he gets ready 
to move out of the patient’s role and 
to assume again a life of social use- 
fulness. Getting ready to abandon the 
patient role is inherent in this tole, 
and someone who “refuses to get 
better” is considered a bad patient. 
Thus, a patient whose relapse pre- 


. 
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vented him from being discharged 
on the expected day greeted me one 
morning with the following words: 
“I was a bad boy today. Three days 
ago the doctor said I can go home 
in a few days. Today I started bleed- 
ing again.” 


We are justified in wondering 
whether complete adjustment to the 
requirements of the hospital structure 
makes it more difficult for patients 
to move out of their sick role. This 
patient, who had a relapse after 
hearing of his oncoming discharge, 
had made a “good adjustment” to the 
hospital in the estimation of doctors 
and nurses. He felt that “the doctors 
know best what is good” and that 
it is not up to the patient to make 
suggestions, and that the patient 
should be submissive. While he was 
hospitalized, he described the process 
of his adaptation in the following 
words: “The first two weeks I was 
here, I was very impatient to go home. 
But now, I figure it's better to be 
here; this way, I'll really get better. 
After all, they have so much experi- 
ence, they know better, they are run- 
ning the hospital.” This patient ac- 
cepted the norms of the hospital. 
But it is significant that at discharge 
he said with a smile: “[At home] my 
wife has my bed all made for me,” 
thus indicating that he relished the 
idea of continuing to play the sick 
role. 


We don’t know whether this pa- 
tient’s relapse was the result of 
his psychological unwillingness to 
leave the sheltered hospital atmos- 
phere. But there certainly were pa- 
tients in the ward of whom the doc- 
tors said, “He like it here too well,” 
or “This patient has hospitalitis; each 
time we tell her she can go home, her 
blood pressure shoots up sky-high.” 
Although such patients were generally 
liked by doctors and nurses because, 
they said, “she is so sweet,” or “he’s 
a really good patient, he never com- 











A Home Away From Home i3 


plains,” such liking of the patient was ready to go home, “Now what will 


never without ambivalence. 

A patient who “enjoys it here too 
much” was looked at with suspicion 
because he contradicts the cultural 
definition of the patient, which is a 
suffering role, as the etymology of 
the word indicates. Moreover, the 
sick person allows both doctors and 
nurses to do a job: to get him better. 
If the patient refuses to move out of 
his sick role, however, or comes back 
again and again, doctors and nurses 
are robbed of the satisfaction of a 
job well done. 

The patient who likes the ward is 
easily suspected of not being very 
sick. This suspicion is sometimes 
justified. As ome patient put it: 

I just came in because I wanted a 
checkup. From time to time I want my 
diet straightened out. It gives me a fresh 
start. As a matter of fact, I don’t mind 
going to the hospital, I like the ward. 
These patients are getting a free 

tide, so to speak; they are getting 
something for nothing, and, what is 
more, they hurt the self-esteem of 
doctors and nurses, whose efforts to 
cure them seem to be in vain. One 
nurse expressed well the staff's con- 
cern about the patient who “likes” 
the hospital. She said, “[The pa- 
tients] should have ‘more diversional 
therapy ... but when you make 
things too pleasant they won't want 
to go home.” 

In order to shed some light on the 
problem of the patient’s readiness to 
assume again his non-patient role, we 
asked at discharge at the end of the 
formal interview, when the patient 
was in his own street clothes and 


be the first thing you're going to do 
when you get home?” 

The patients’ answers to this ques- 
tion were classified into categories 
similar to those used in classifying the 
answers to “What do you miss most 
while in the hospital?” Some patients 
wanted, first of all, to be with family 
or friends, or to do things they had 
neglected while sick. Thus, Mr. James 
said, “Look around at my things .. . 
I'll try and get myself a good stick 
so I can go out in the yard [to see 
how the beans and tomatoes are grow- 
ing].” Mrs. Brown, a mother of two 
children, said, “Kiss my son and 
squeeze him. He's three . . . I have 
another one who's only one,” and 
Mrs. Peterson “will make different 
arrangements around the house so that 
things will be organized.” 


Other patients answered in terms 
of bodily gratification or complete 
passivity. Mrs. Abrams was going to 
“take a bath.” Mr. Roth said proudly, 
“My wife has my bed all made for 
me.” Mr. Finkelstein was going to 
“lie down,” and Mrs. Stephenos will 
“rest, feel everything I have.” 


According to the criteria of antici- 
pated interaction or action, on the 
one hand, and bodily gratification or 
complete passivity on the other, it 
turned out that more than one-half of 
the patients interviewed (29 out of 
51) did not anticipate resumption of 
their relations with family or friends. 
These were the patients who were 
more likely than the others to consider 
hospital or doctor as gratifiers of pri- 
mary needs (Table 5). 


TABLE 5. 


ATTITUDE TOWARD HOSPITAL OR DOCTOR BY ANTICIPATED 
PosT-HOSPITAL EXPERIENCE 











Anticipated post-hos- 





pital experience Instrumental Mixed Primary N.A. Total 
Interaction or action 15 I 2 ° 18 
Bodily gratification or passivity 5 3 20 I 29 
N.A. I ° 3 ° 4 
Total 21 4 25 I 51 
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Patients who considered hospital or 
doctor in their instrumental functions 
were more ready to think of some 
activity Or some interaction with those 
from whom they were separated dur- 
ing hospitalization. On the other hand, 
the seeking of gratification of primary 
needs seemed to be associated with 
the patients’ lack of readiness to leave 
the patient role. 


It will be remembered that the latter 
patients tended to be better adapted 
to hospital life, since they more fre- 
quently than the others did not miss 
anything pertaining to their everyday 
life outside the hospital, felt no desire 
for improvements for patients’ com- 
fort, and seemed to identify with the 
authority in the hospital structure. 


Thus, while acceptance of the pas- 
sive role and the concomitant primary 
Orientation toward the hospital and 
the doctor seem to be functional for 
ward adaptation, they are dysfunc- 
tional for preparing the patients to 
leave the sick role and orient them- 
selves toward a life of work and other- 
directedness.* 


The apparent contradiction, that 
patients who adjust better to the de- 
mands of hospital efficiency tend to 
be less prepared than others to take 
up again activities and intercourse 
pertaining to their normal lives, 
seems, at first glance, to be due to the 
fact that the patients’ role obligations 
are contradictory in themselves. It 
would seem that the demand that 
the sick person should let others care 
for him induces him to passivity, to 
a state of mind which he might not 
be ready to abandon for psychological 
reasons when his physical condition 
permits him to do so. 


*“Function” and “dysfunction” are here 
used in terms of Merton’s distinction: func- 
tions are those observed consequences which 
make for the adaptation or adjustment of 
a given system; and dysfunctions, those 
observed consequences which lessen the 
adaptation or adjustment of the sys- 
tem. (7) 
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We don’t think that the problem 
can be reduced to such simple terms. 
Rather, we feel that the contradiction 
inherent in the role of the patient, 
especially when hospitalized, is only 
one example — dramatic though it 
may be — of more general role con- 
tradictions in “rational” types of 
social organization. 


We have purposely avoided using, 
in the construction of the typology 
in the preceding pages, the term 
“rational” as denoting a means-ends 
approach to action. The orientation 
which we have called “instrumental” 
is one that might be called “rational,” 
in that it is concerned with the ef- 
fective means to the end of a cure. 


However, the ambiguity of the 
term led us to abandon it in the 
preceding piesentation. This ambigu- 
ity is not a mere semantic one; rather, 
it expresses the ambiguity of the orien- 
tation that the term is supposed to 
explain. And it is precisely this am- 
biguity that seems to us to be at the 
source of the apparently contradictory 
aspects of patient adaptations. 


We can hope to shed some light 
on the problem if we differentiate, 
with Karl Mannheim, between sub- 
stantial and functional rationality. 
“We understand as substantially ra- 
tional,” says Mannheim, “an act of 
thought which reveals intelligent in- 
sight into the inter-relations of events 
in a given situation.” (5, p. 53) Pa- 
tients whom we have called “instru- 
mental” in their orientation showed 
some insight into the inter-relations 
between means of hospitalization and 
competence and the desired result of a 
medical cure. They tended to be 
“substantially rational.” 


However, we have seen that these 
patients were less ready than the 
non-instrumental patients to accept 
the demand that they relinquish au- 
tonomous judgment of hospital pro- 
cedure. Complete subordination of 
patients’ judgment to the demands of 
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the organization is, in Mannheim’s 
definition of the term, “functionally 
rational,” in that it leads to optimum 
adaptation to the demands of a struc- 
ture which is recognized as effective 
in bringing about the desired cure. 
“Everything that breaks through and 
disrupts this functional ordering is 
functionally irrational.” (5, p. 54) A 
patient who wants to make suggestions 
to hospital staff and organization, who 
feels that a sick person must maintain 
his self-sufficiency, may contribute to 
the disruption of the functional order- 
ing of hospital procedure. It may be 
said that patients who attempt to 
maintain their substantial rationality 
in the hospital setting are, more than 
other patients, likely to introduce some 
disturbance into the functional ra- 
tionality of the organization. 


Mrs. Thompson, a fifty-year-old Ne- 
gro woman in the surgical ward, is an 
example in point. She felt that a goo:! 
doctor would be one “who can tell 
you what’s wrong instead of running 
back and forth.” She said that she 
“got stuck here for six weeks” and 
missed her “freedom, and home-made 
cooking. In a place like this you get 
mad and have to do things whether 
you want to or not, abide by rules, 
accustom to new habits, they take your 
freedom away from you.” Her sug- 
gestion was that they get “first of ail 
a mew cook. And some doctors who 
handle you easy and not as if you're 
made out of iron.” The doctors said 
about her that she “had the whole 
floor upset,” that “she’s making trouble 
for the nurses.” The nurse felt that 
“she’s a trouble-maker, she’s giving 
the doctor a hard time.”* At discharge, 


* The intern who was in charge of this 
patient had this to say a week after her 
discharge: “Did you see Mrs. Thompson 
coming back for a checkup? You know 
it’s funny, for all the trouble she gave me, 
I was glad when I saw her. I said ‘hello’ 
to her like to an old friend. I kind of 
miss her on the ward. She sure kept me 
on my feet.” 


she talked to me about her work—she 
was an operator in a factory—and feit 
that it was a nuisance to have to go 
to a convalescent home. She added, 
“I'm not used to anybody waiting on 
me, fussing over me.” 


The demands made on the patient 
seem to be logically consistent. He is 
asked to relate mean to ends: if sick, 
he should let others take care of him 
as a means to getting better. At the 
same time, he should, as soon as pos- 
sible, be self-sufficient, so as to be able 
to carry out his obligations in normal 
life. The difficulty is, however, that 
as he gives up his substantial rational- 
ity he may not be able to recapture 
it when his health is restored. 


It might be claimed that, in modern 
society, everybody must, at all times, 
face such apparently contradictory de- 
mands. Moving from one sphere of 
activity to another—the family, the 
job, voluntary associations, etc—in- 
dividuals must alternate between situ- 
ations in which they must make their 
own decisions on the basis of their 
weighing the relations between means 
and ends, and situations in which 
they must conform to decisions 
made by others in order to maintain 
or strengthen the functional rational- 
ity of the whole. But the very fact 
that individuals shift rapidly from one 
attitude to another—a shift which is 
accompanied by a change of social 
environment at the same time—puts 
them in a position, at least for a small 
part each day, to have to reflect about 
the consequences of choices that they 
themselves have to make. This is a 
situation quite different from the one 
we are dealing with here. The patient 
is not expected to make substantially 
rational choices during the whole 
length of his stay in the hospital, i.e., 
as long as he is defined as “sick,” so 
that he may have “unlearned” to make 
such choices upon discharge. Motives, 
once internalized, may continue to 
operate when they are no longer func- 
tionally adequate. As Mannheim says, 
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“It is clear that persons who are con- 
fronted more frequently with situa- 
tions in which they cannot act habit- 
ually and without thinking and in 
which they must always organize 
themselves anew will have more oc- 
casion to reflect on themselves and on 
situations than persons who have 
adapted themselves once and for all.” 
(5, p. 57) 


Corroborative evidence comes from 
another type of social organization 
whose members are expected to re- 
linquish autonomous judgment and 
decision-making for twenty-four hours 
each day, namely, the army. Willard 
Waller provides useful insight into 
the difficulty the soldier faces once he 
has to “organize himself anew” in 
civilian life: “The regimentation of 
the lives of millions of men involves 
. .. some damage to their sense of 
self and to their power to think for 
themselves; it involves a re-direction 
of their emotional life into channels 
acceptable to the military system. The 
soldier must form a soldier’s habit. . . , 
learn to eat, sleep, dress, bathe—as a 
soldier, adjust his sex life to the sol- 
dier’s necessities. Necessarily, he loses 
the sense of self-direction. A person- 
ality formed by such a milieu is 
thereby to some extent unfitted for 
civilian life.” (11) 


Organizations like the army, the 
orphanage, the prison, the hospital, 
have in common the facts that they 
provide for their members a home 
away from home, that they relieve 
their members from the burden of 
decision-making twenty-four hours a 
day, and that they demand that their 
members give up substantial rational- 
ity in practically all aspects of life in 
favor of the functional rationality of 
organizational life. “All such institu- 
tions,” Waller says, “rob the individ- 
ual of his sense of self-direction and 
ultimately damage the capacity for it. 
Virtue in such institutions consists in 
having no preference about many 
things; in eating whatever is put on 
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the table, in wearing what one is told 
to wear, in going to bed and rising 
again according to instructions, in 
making the best of things. The good 
institution member does not make 
choices or decisions. He submits and 
permits himself to be carried along, 
as it were, in a ‘moral automobile.’ 
When he returns to civilian life, his 
suddenly uncorseted soul seems flabby 
and incapable of standing alone.” 


(11) 


Mannheim’s insight quoted above, 
that a person’s ability to “organize 
himself anew” is related to the degree 
to which he is exposed to an environ- 
ment which demands unquestioning 
and unreflective behavior, introduces 
the problem of intensity as well as 
length of time of regimentation. 
There doubtless is a difference in 
the intensity of regimentation be- 
tween an army and a general hospital, 
as well as a difference in the duration 
of the individual’s exposure; in the 
army, the individual spends a larger 
part of his life than in the ward of 
general hospital.* 


Further research is indicated to 
ascertain the effects of different de- 
grees of regimentation (in different 
types of wards, for example) as well 
as the consequences of variations in its 
duration or frequency. In this way, 
one might hope to throw further light 
on the differential adaptation of pa- 
tients to hospital demands as well as 
on their differential re-adaptation to 
their non-patient roles. 


* On the other hand, the hospital patient 
is less mobile than the soldier. He can 
never leave the building and is bedridden 
during at least the largest part of his stay. 
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IN A 


PSYCHIATRIC HOSPITAL* 


MARTIN B. LOEB 


Community Studies, Inc., Kansas City 


This report derives from a study 
of social interaction patterns in a 
small psychiatric hospital in Kansas 
City, Missouri, under a grant from the 
National Institute of Mental Health. 
I should like to look at this hospital 
as if it were a society with a culture 
of its own and I should like to try 
and characterize it by a few of its 
more dominant cultural themes. The 
social structure of this hospital is very 
complicated. As in other hospitals, 
there is a professional status system 
which ranges from the physician at 
the top through social workers, psy- 
chologists and nurses to the lowly 
maintenance and kitchen help. In ad- 
dition, there is a departmental status 
system. In the hospital there are sev- 
eral departments, for example: adult 
in-patient, business office, child guid- 





———— 


* Paper read at Society for Applied 
Anthropology Annual meeting, University 
of Indiana, Bloomington, Indiana, May 5-7, 
1955. 

This investigation is being supported 
by a research grant (M-815R) from the 
National Institute of Mental Health, of 
the National Institutes of Health, Public 
Health Service. 


ance, etc. The adult in-patient has the 
highest status as a department but 
other departments jockey for position 
and occasionally individuals get caught 
in status conflict between occupational 
and departmental hierarchies. For in- 
stance, how does the head psychiatrist 
of the rather low status Child Guid- 
ance Department relate to a staff psy- 
chiatrist in the higher status Adult 
In-patient Department? Inasmuch as 
the hospital we are studying opened a 
year ago, we have been able to study 
how these status systems develop. 
This has been complicated because 
the hospital is run by a private social 
agency for the city on a contractual 
basis. Most of the professional staff 
are on the agency payroll and the 
rest of the staff is on the city payroll. 
There are differences in personnel 
practices and how one gets a job, etc., 
which complicates any status struc- 
ture. There is another status system 
which I presume is present in any 
hospital and which is sometimes very 
clear to us in this hospital, namely, 
the personal status system. By this I 
mean the way in which an individual 
relates to the head of the whole outfit. 
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The status of an individual or a 
department is often signified by the 
location of the office in a building. 
One may think of this hospital as a 
community with neighborhoods dif- 
fering from one another in terms of 
prestige. The first floor is upper class. 
Most of the administrative and pro- 
fessional offices are there and in gen- 
eral the closer one’s office is to the 
director, the higher status is the office. 
The second and third floors, where the 
patients live, are the middle class 
neighborhoods of which the social 
leaders are residents and head nurses. 
And the basement is the lower class 
neighborhood which has the admis- 
sions department, the kitchen and 
maintenance people. It is within this 
social structural scheme that I would 
like to discuss some cultural themes. 


THE KEY 


The key is a very important sym- 
bol in a mental hospital. All possibil- 
ities of ingress and egress are con- 
trolled by a key. Doors, windows, 
screens, closets, cupboards, and bath- 
rooms can only be entered or left if 
one has a key. So the problem is: 
Who gets the key? One group of 
people in this community, the pa- 
tients, never get, keys. Other groups 
get keys which open some doors but 
not other doors. Some people get keys 
that open the screens and some do not. 
The highest status people have keys 
that open all doors. In the develop- 
ment of what I have called the per- 
sonal status system, giving out the 
key was one way of showing how 
close one was to the top, that is, in 
terms of personal relationships. Fur- 
thermore, keys were distributed more 
widely and readily in the departments 
which had higher status in the hos- 
pital hierarchy. Of course, you also 
got a key if you had a right to one. 
But in the development of this hos- 
pital there were many arguments 
about who had a right to the key. 
Thus, there was an altercation between 


the business office which gets the kcys 
made and the administration which 
feels that it is responsible for handing 
them out. But the key is a property 
with value, so when the business 
office officials saw a key going away 
in somebody's pocket, they wanted a 
record for inventory and regulatory 
purposes. 


The key is not only a social status 
symbol but is a basic symbol of hos- 
pital life. There are two worlds: “in- 
side” and “outside.” Those who rfe- 
late to the “outside” are key-bearers 
and healthy, responsible people while 
those who are confined “inside” are 
sick and irresponsible. A person such 
as a maintenance man or a clerk may 
not have a key and hence may be un- 
sure of his health status. 


The key is an essential term of the 
care and custodial function of the 
hospital but plays no part in the 
therapeutic function which is some- 
times referred to by the slogan “open- 
ing the closed doors of the mind.” 


NURTURANCE 


When a person is brought to the 
hospital, the first major lesson he 
learns is that he is “sick.” As the ad- 
mitting psychiatrist will say, “I want 
you to understand why you are here. 
You are sick and I am a doctor.” 
Until the person learns this, he is not 
really acculturated as a patient. Once 
he is convinced that he is sick, how- 
ever, he may want to be treated as if 
he were sick. Most patients are am- 
bulatory; they are asked to look after 
themselves. It is difficult to find a 
way in such a hospital to provide nur- 
turance in any usually understood way. 
But there are many programs in the 
hospital which are designed to do just 
this, such as occupational therapy and 
recreational activities. If they per- 
form their roles properly, a rather 
large number of nursing students, 
nurses, aides, and orderlies are nur- 
turers rather than guards. (Nurses and 
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aides are known to bring food in on 
their own for evenings snacks.) I am, 
however, impressed how seldom food 
is used as a way of expressing nurtur- 
ance. Meals are served because people 
have to eat and special diets are made 
up because the doctors say so. In 
other words, food is another care and 
custodial function. But there is very 
little use of food and eating as a 
therapeutic device. It is so much so 
that in this hospital the dietitian was 
not until recently included in meet- 
ings of the professional staff. Our in- 
terviews show, however, that patients 
and food handlers are quite intimate 
with one another and, inasmuch as the 
food handlers move from the base- 
ment to the second and third floors, 
they provide the best grapevine for 
gossip and discussion. 


Moreover, the most frequent and 
relaxed occasions when patients and 
some staff—nurses, attendants, etc.— 
interact together informally is meal 
time. This is true even though meals 
are only served on trays in an eff- 
cient cafeteria style. I should like to 
see some experiments on the use of 
food and meal times as a therapeutic 
procedure. 


THE PERSONALISTIC OR 
DIAGNOSTIC CULTURE 


What I have said about the key and 
nurturance is subordinate to what can 
be said about the most dominant cul- 
tural theme in a psychiatric hospital, 
namely, the persistent tendency for 
each participant who feels identified 
with the psychiatric aspect of the hos- 
pital to relate to others by diagnosing 
their inner feelings and to try to 
deal with them accordingly. This has 
been described by Stanton and 
Schwartz as follows: 


Restriction of attention to “deep” in- 
terpretation was not, of course, con- 
fined to dealing with patients; on the 
contrary, many psychiatrists seemed to 
pride themselves on ignoring the face 
value of what their colleagues said to 


them, focusing instead on what they 
believed to be “really going on.” ‘Lhis 
decreased somewhat as the general in- 
terest in formalities increased, with the 
corollary interest in the face value of 
statements. Nevertheless, information 
was frequently lost in this manner, par- 
ticularly when a junior staff member 
protested to a senior about certain as- 
pects of the hospital; the protest was 
likely to be interpreted as a transference 
rebellion. This interpretation was rarely 
made when the younger staff members 
agreed with the older. Because of these 
pseudo-deep interpretations, communica- 
tion sometimes became so complex that 
the situation could almost be summarized 
by the statement, “If you disagree with 
me, you need to see a_ psychiatrist.” 
Certainly modern psychiatrists and psy- 
chologists make up one of the few groups 
in history where ad hominem argument 
may be treated with greater prestige 
than an argument confined to the sub- 
ject matter of the discussion.” (1) 


I might add that the “good” patient 
also participates in this activity not 
only with other patients but with the 
staff. We have observed that patients 
are both diagnostic and therapeutic 
in their interaction and that to be a 
“good” patient in the sense of per- 
forming well on the ward requires 
more sensitivity than to be a staff 
member. It has been noted in other 
places as well as in our own studies 
that for one patient to ask another 
patient the ritualistic question, “How 
do you feel today?” evokes an im- 
patient reply inasmuch as this is the 
kind of question one can ask only if 
one is really interested and concerning 
which the questioner can do some- 
thing if the respondent says “I feel 
terrible.” 


As seen among the staff, this diag- 
nostic or interpretive interaction is 
one way of trying to deny status or 
role in a given interpersonal situation. 
Very frequently, when an individual 
tries to assert his status or define his 
role, the impact is diminished by giv- 
ing such action the diagnostic treat- 
ment. For example, when a psychia- 
trist tries to assert his role and status 
with a psychiatric social worker, we 








20 SOCIAL PROBLEMS 


may hear later, “Well, you know he culturated nurses will say that he does 


is in that stage of his analysis,’ or 
“He is a little paranoid anyway,” or 
“He just never can get along with 
professional women.” In this commu- 
nity, status and role are frequently 
thought of as a result of some irra- 
tional social system and it is believed 
that a more rational system would be 
one in which people would relate on 
a purely personal basis. When an in- 
dividual tries to assert his status pre- 
rogatives and role responsibilities, it is 
relatively simple in this culture affec- 
tively to diminish the impact by pro- 
jecting onto or into such a person 
feelings of hostility. It is assumed by 
the participants that in this culture 
any time a person is put in the po- 
sition of feeling subordinated or frus- 
trated, it is done as an expression of 
someone else’s hostility. 


It is relatively easy to participate in 
this culture. It requires the knowl- 
edge of a special vocabulary and it 
also requires a kind of empathic in- 
sight so that one does know enough 
to make some pretty good guesses as 
to what is going on inside of other 
people and enough about what is 
going on inside of one’s self so that 
one may receive as well as give within 
the culture. One has to know for in- 
stance how to participate in an inter- 
change such as: “It seems to me there 
was a lot of hostility in that statement 
you just made.” To which the reply 
might be, “I didn’t really mean it that 
way. I only meant etc. etc., etc.” 
Within a given psychiatric commu- 
nity, diagnostic stereotypes develop 
and do interfere with communication. 
One psychiatrist, for instance, insists 
that nurses are all passive dependents 
and in a staff meeting will operate on 
this basis. He may tell us that nurses 
never speak up. In our tape record- 
ings of a staff meeting, however, we 
find that nurses have been speaking 
up throughout the meeting but the 
psychiatrist has been paying no atten- 
tion to what they say. And the ac- 


not like nurses or is hostile to women. 
One can say that diagnostic stereo- 
types are in themse!-es a kind of self- 
fulfilling prophecy and work within 
the staff group as well as between 
staff patients. 


When one looks at this as a cul- 
tural pattern, one also sees that the 
way to become a full-fledged member 
of the psychiatric community is to be- 
come acculturated or to learn the lan- 
guage and behavior. The old guard 
of such a community consists of the 
psychiatrists and the psychiatric social 
workers. A “good” clinical psychol- 
Ogist is one who has learned how to 
live within this interaction pattern as 
differentiated from the psychometri- 
cian. When looking at the nurses, one 
sees it more clearly. Many of the 
nurses in the hospital have not been 
trained as psychiatric nurses and hence 
are outside of this cultural pattern. 
Their success in a hospital depends 
upon their ability to participate in 
this cultural pattern and already sev- 
eral nurses have either left or have 
been fired partly because they could 
not participate appropriately. The 
business manager and his staff give 
us a good example of people in the 
hospital but not of it. The business 
manager, for example, is trained as a 
hospital administrator and before com- 
ing to this hospital he had nothing 
to do with the psychiatric culture and 
therefore is unable to participate. He 
has a role in this culture similar to 
that of a colonial administrator who 
brings with him a foreign and largely 
unwanted set of values and ways of 
relating to other people. He likes 
tables of organization and systematic 
ways of handling the various transac- 
tions that are required in maintaining 
a hospital. Those who participate 


fully in the diagnostic culture have 
many ways and channels for direct 
and informal communication, but the 
business manager has none of these 
and, unless a situation is formally es- 
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tablished, he does not participate in 
the activities of the hospital commu- 
nity. The business manager, for in- 
stance, likes birthdays and ritual fes- 
tive occasions for which he is quite 
willing to loosen the purse strings for 
cakes and candles. It is the only time 
he ever feels that he is part of the 
group. 


The study of this diagnostic culture 
has two aspects of importance: (a) 
Only by understanding it can one un- 
derstand the interpersonal relation- 
ships in the social structure of the 
hospital. The rigidities of social or- 
ganization tend to deprive professional 
people of their professional dignity, 
but the diagnostic defense is designed 
to overcome the feelings of subordina- 
tion. (b) It presents the problem of 
studying how the “good” patient who 
has been acculturated in this “inside” 


culture moves from it back to the out- 
side world. It has already been noted 
by others that professional people im- 
mersed in this culture do not relate 
well on an informal basis with people 
who have not had this experience so 
that friendship patterns of psychia- 
trists, clinical psychologists, and social 
workers are primarily among their 
own ilk. However, patients on leaving 
the hospital as recovered may not have 
people in the outside community with 
whom they can share their new-found 
way of life which may make rehabili- 
tation very difficult. This is a process 
to which further research should be 
devoted. 
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INTERPERSONAL STRAINS IN RELEASE FROM A 
MENTAL HOSPITAL* 


OZZIE G. SIMMONS, JAMES A. DAVIS, AND KATHERINE SPENCER 
Harvard School of Public Health 


In this paper we present evidence 
on a relationship between doctor, pa- 
tient, and family characterized by 
“structured strain.” By strain we mean 
the presence of incompatible goals 
among actors who are under pressures 
toward consensus. Strain occurs where 
actors are subject to cross-pressures 
toward both consensus and disagree- 
ment. Structured strain characterizes 
situations where the strain is produced 
or increased by the social structure of 
the relationship. For this analysis, we 
shall assume the existence of pressures 
toward consensus in any doctor-pa- 
tient relationship. (1) 





*Read at the 1955 Meeting of the 
American Sociological Society, Washing- 
ton, D. C. 


The writers are members of an in- 
terdisciplinary research team studying 
the posthospital experience of re- 
leased psychotic patients.** In the 
course of extensive field work, pre- 
liminary to a program of long-term 
interviewing of a sample of released 
patients, we arrived at the hypothesis 
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that in the days or weeks preceding 
release from a mental hospital there 
is a decision-making process involving 
the three actors, doctor, patient and 
family, which is characterized by 
strains, and which is of great impor- 
tance in understanding the posthos- 
pital situation. We shall call this 
phase the “release process.” 

In order to test our hypothesis of 
strain in release, we gathered the fol- 
lowing data. We collected the names 
of the last 25 patients released from 
each of four services (male reception, 
female reception, male chronic, fe- 
male chronic) at a state hospital in 
an eastern metropolitan area. The 
sample was then limited to com- 
mitted patients with a diagnosis of 
functional psychosis, which left us 
with 85 cases. The chief of each serv- 
ice was asked, after reviewing his case 
records, to tell us for each patient: 
his social or family setting on ad- 
mission, his social or family setting 
on release, the disposition plan fa- 
vored by the patient, the plan favored 
by the hospital, and the plan favored 
by the patient’s family. Although we 
do not have independent data from 
the patient and family, among the 
three actors in this situation the psv- 
chiatrist is in a position to have the 
most complete information. More- 
over, a separate series of cases which 
included data from all three actors 
was rated by our staff members and 
yielded congruent findings. 

Analysis of these data yielded three 
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generalizations, which we believe jus- 
tify our conception of structured 
strain. First, there is a significant tend- 
ency for released mental paitents to 
shift their social setting on release. 
Second, there is considerable disagree- 
ment about release plans among the 
parties involved. Third, the release 
situation seems to be characterized by 
coalitions among the parties and such 
coalitions seem to determine the de- 
cision. We shall discuss these gen- 
eralizations in order. 


Changes in Patient's Social Settings. 


Involved in every release decision 
are two logically separate, but prob- 
ably interrelated, problems: first, 
whether the patient should be re- 
leased; and second, if so, where should 
he go. Since all the patients in our 
sample had been released, our data 
are limited to the second problem. In 
the release process, there seem to be 
three basic alternatives. A patient 
may return to his family and the social 
milieu from which he came; he may 
go to some quasi-therapeutic environ- 
ment such as family care; or, he may 
go to a new setting, either with other 
family members or living alone. The 
latter two involve not only a break 
with the hospital but a major break 
with the patient's past. In spite of 
the difficulties such a transition im- 
poses, this break is not infrequent. 
The following table summarizes the 
data. 


TABLE 1. 


SOCIAL SETTING ON ADMISSION AND RELEASE* 














Release 
Not with Kin 
or with 
Admission With Kin Different Kin N 
Living with Kin 53 II 64 
Not Living with Kin 2 12 14 
55 23 78 





*For 7 cases there was insufficient information. For the statistical test for significant 


shift in the marginals, o2 > p > .o1. 
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If we look at the diagonal cells, we 
see that two patients were “reunited” 
with their families, while 11 patients 
severed family ties. We may conclude 
that where there are shifts, release 
from a mental hospital is associated 
with the breaking of family ties. 
(The number of cases, while yielding 
statistical significance, looks  intui- 
tively slender. Therefore, it should be 
noted that a study in progress using 


lationships. 

Agreement and Disagreement. A 
more direct measure of strain is pro- 
vided by the patterns of agreement 
and disagreement as to where the pa- 
tient should go on release among the 
the three actors: patient, family, and 
hospital. When we compare the dis- 
position preferences for the three 
possible pairings, we get the follow- 
ing: 


TABLE 2. 


AGREEMENT AND DISAGREEMENT AMONG PATIENT, 


FAMILY AND HOSPITAL 








No. of cases with 





Per cent of 
Pair sufficient data Agreements Disagreements disagreements 
Family-Hospital 76 40 36 47 
Patient-Hospital 76 48 28 37 
Patient-Family 76 54 22 29 





a larger number of cases and analyz- 
ing changes for particular types ct 
family composition yields very sim- 
ilar results. We may also note that 
this trend holds for both sexes, both 
reception and chronic services, and 
both schizophrenic and non-schizo- 
phrenic diagnoses. ) 


Diagnosis is the only patient vari- 
able which seems to be related to 
this phenomenon. Schizophrenic pa- 
tients are more likely than non-schizo- 
phrenics to have been living alone on 
admission (.05 > p > .02). When we 
examine only those patients living 
with kin on admission, we find that 
schizophrenics tend to break family 
ties more frequently but that statis- 
tical significance is not reached. In- 
significant trends were also found for 
more shifts among males than females 
and chronic than reception patients. 


If we assume that the act of break- 
ing family ties is not lightly taken 
and that such acts are less frequent 
when there is family harmony, these 
findings suggest that release from a 
mental hospital is associated with 
strain in the patient's interpersonal re- 


There is no significant difference 
between the proportion of disagree- 
ments for the three different pairs, 
and analysis of the data in terms of 
the patient characteristics of sex, diag- 
nosis, and service (chronic vs. recep- 
tion) showed only the following: 
Within all four sex and service groups, 
there was more disagreement between 
patient and hospital for schizophrenic 
than for non-schizophrenic patients 
(05 > p> .02). 


Because there are no criteria for 
etermining how high levels of dis- 
agreement must be to be unusually 
high, we can draw no firm conclusion. 
However, we can say that disagree- 
ments seem to turn up in about one- 
third of the comparisons and that if 
we look at all three actors at once we 
find perfect agreement in only 46 per 
cent of the cases (see Table 3 below). 
Thus, disagreement by at least one 
party is as common as consensus. In 
the following section, we shall analyze 
patterns of agreement and disagree- 
ment among our three actors. 


Coalitions and Outcomes. In addi- 
tion to the breaking of family ties 
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and actor disagreement, our data in- 
dicate a third reason for terming the 
release situation as one of structured 
strain. Our analysis reveals that co- 
alitions among the actors are frequent 
and that the pattern of coalition seems 
to determine the decision on where 
the patient should go on release. If 
so, we have here still another instance 
of the classically unstable triangular 
social relationship. 

Let us first examine the distribution 
of patterns of consensus and conflict 
among the three actors—patient, fam- 
ily, and hospital. 
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the minority only 5 times. Therefore. 
we may conclude that the two most 
frequent patterns are consensus and 
coalition with the patient. These ac- 
count for 88 per cent of the cases on 
which we had sufficient data. 


Now, let us turn to the outcome, 
the actual disposition of the patient, 
to see whether the pattern of align- 
ment is associated with whether an 
actor gets his way or not. In the first 
place, as one would certainly expect, 
in the case of consensus the outcome 
is almost always what the three par- 


TABLE 3. 


PATTERNS OF CONSENSUS AND CONFLICT AMONG PATIENT, 
FAMILY, AND HOSPITAL* 











__Pattern ae | 
Patient, Family, Hospital in agreement 35 
Patient and Family vs. Hospital 19 
Patient and Hospital vs. Family 13 
Family and Hospital vs. Patient 5 
Each favors different course 4 

76 








* For 9 cases there was no family or insufficient information 


What does this table tell us? First, 
we may infer that a coalition pattern 
(two actors agreeing against the third) 
occurs about as frequently as consen- 
sus; and secondly, that disagreement 
among all three parties is rather rare. 
Furthermore, we note that within the 
coalition pattern the patient is a mem- 
ber of the majority 32 times and of 


ties wanted. Only one of the 35 cases: 
did not turn out as expected, presum- 
ably due to intervening situational 
factors. However, in the four cases. 
where each actor had a different plan, 
the patient always got his way. The 
number is very small, but we will see 
that it fits into a larger pattern. Now, 
let us turn to the coalition types. 


TABLE 4. 


OUTCOME FOR COALITION PATTERNS 








Cases Where The 


Cases Where The 













Coalition Majority Got Its Way Minority Got Its Way Neither 
Patient and Family vs. Hospital 16 3 
Patient and Hospital vs. Family ae 8 | I 


I 
Family and Hospital vs. Patient 2 2 I 
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It is quite clear in the first two 
patterns that the majority got its way 
and the minority did not. However, 
in the last case, where we have very 
small numbers, the minority (the pa- 
tient) “won” half the time. We sug- 
gest that these data support the fol- 
lowing generalizations about outcome 
when there is disagreement: 


(a) The patient almost always gets 
his way, usually when he is in 
a coalition, but even in the in- 
frequent cases where he is not 
(6 out of 9). 

The family and hospital get 
their way when they are in a 
coalition with the patient. 
Otherwise, they do not. 

If these conclusions are valid, the 
question of when the hospital and 
family get their way resolves itself 
into two questions: (a) Under what 
circumstances do coalition patterns 
emerge? (b) Within the coalition 
groups, under what circumstances do 
we find patient-family alliances and 
when do we find patient-hospital al- 
liances? 

Considering our three patient vari- 
ables (sex, diagnosis and service), we 
find that while there is no significant 
difference in the sex and diagnosis 
comparisons, there is a strong relation 
with service. 


(b) 


This difference holds for both sexes, 
both diagnostic groups, and for all 
three formal types of coalition. Thus, 
while we may guess that the longer a 
patient has been in the hospital the 
more likely it is that his release is 
associated with a triangular conflict, 
we still do not know which of our 
triangles will appear. 


Now, if we contrast the two most 
common forms of: coalition (patient 
and family vs. hospital; patient and 
hospital vs. family), we find trends, 
although they are not statistically sig- 
nificant. The patient-family coalition 
is more common for females, chronic 
patients, and schizophrenics. 


Let us, at this point, introduce a 
new variable which will show strong 
trends. This is simply the patient's - 
wish. We find that the form of co- 
alition is strongly associated with the 
patients preferred disposition plan. 

This relation between patient's plan 
and type of coalition holds up within 
both sexes, both services, and both 
diagnostic groups. In spite of the 
small number of cases, half of the 
comparisons within these subgroups 
are still significant. 


We may make the following gen- 
eralization: In the case of conflict 
among the parties, if the patient 


TABLE 5* 
COALITION AND CONSENSUS BY SERVICE 




















Coalition Consensus 
Chronic 25 10 
Reception 12 : 25 
* or > p. > .oo1 
TABLE 6 


PATIENT'S PREFERRED DISPOSITION PLAN AND TYPE OF COALITION*® 

















Pian 
Coalition Return to Family Live Alone 
Patient and Family vs. Hospital 16 2 
Patient and Hospital vs. Family 3 9 





Exact probability=.003 


*Two patients, whose expressed desire to remain in hospital, are excluded. 








wishes to return to his family, this 
will tend to produce a coalition with 
the family against the hospital. If the 
patient wishes to live alone, he will 
tend to be allied with the hospital 
against the family. Thus, the forma- 
tion of coalitions, which looms so 
large in the picture of release, may be 
a function of conflicting ideologies of 
family and hospital. We believe that 
families tend to favor a return to the 
original social setting, while the hos- 
pital tends to oppose this. In this 
triangular situation, the patient’s own 
preference will swing the balance of 
power and apparently determine the 
outcome. 


Let us now review the argument 
from the statistical data. There is a 
significant tendency for patients to 
break family ties on release from a 
mental hospital. There is also a ten- 
dency for the three major actors (pa- 
tient, hospital, and family) to dis- 
agree on the optimal plan. The 
actual outcome seems to be a function 
of the formation of coalitions among 
the actors. Such coalitions are gen- 
erally more common for chronic serv- 
ice than for reception service patients. 
The choice of coalition pattern seems 
to be related to the patient's personal 
preference for returning home or for 
breaking his family ties. 


Thus, ¢he structured strain in re- 
lease may well be the problem of re- 
turning to an original social milieu 
or breaking ties with it and living 
alone. As the patient resolves this 
conflict, he tends to determine the 
alignments of all three actors. As 
these alignments are determined, he 
also determines where he will go 
when he leaves the hospital. The 
strain may be seen as the problem of 
return or of cutting ties, and the 
structure may be seen as a triangular 
instability in the relationships of the 
patient, family, and hospital. 


What may be some of the reasons 
why strain is so likely to characterize 
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the release process, and why strain is 
structured in the ways described? 
With regard to the pervasiveness of 
strain per se, it may be noted that 
there is considerable uncertainty and 
ambiguity surrounding release from a 
mental hospital. In part, this uncer- 
tainty is a manifestation of the cog- 
nitive unclarity and emotional ambiv- 
alence that are prominent components 
of attitudes toward mental illness in 
general. Thus, the ambiguity thar still 
characterizes the diagnosis and prog- 
nosis of mental illness may be ex- 
ploited, consciously or not, by the 
family and patient in pursuit of their 
own goals. The part that may be 
played by patient and family in de- 
termining the decision about release 
plans is enhanced by the fact that our 
society provides few after-care re- 
sources or special channels for reinte- 
gration of the mentally ill into society. 
Since none of the three actors has any 
substantial access to such resources, 
and no other actors are moved to in- 
tervene, the situation must generally 
be worked out within this triadic re- 
lationship. 


In this situation, not only are dis- 
agreement and conflict generated by 
ambiguity and uncertainty, but they 
become structured in certain ways be- 
cause the roles of the actors are min- 
imally defined. Thus, the direct and 
indirect exercise of power are critical 
in determining the outcome. Our data 
imply that the family, in a substantial 
number of cases, and the patient, in 
a majority of cases, use their power 
to effect the outcome they desire. The 
data show that where there is a change 
in the patient's social setting after re- 
lease, this is usually in the direction 
of a break with the family. In mental 
illness, the mutual attitudes of patient 
and. family regarding reunion after 
hospitalization are likely to be bound 
up closely with the illness itself, so 
that whether or not the patient wants 
to go home or is wanted at home may 
be directly related to the emotional 
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and material needs of both parties. 
Hospitalization itself may have rep- 
resented an attempt by either party, 
in a sustained intrafamilial conflict, to 
be rid temporarily or permanently of 
the other. Thus, patients and families 
may have motivations and interests 
that push for a given outcome, and 
they are frequently able to play an 
independent role in determining that 
outcome, whether it is in accord with 
the hospital’s wishes or not. 


Paradoxically enough, although the 
hospital has the greatest formal power 
and the patient the least, it is clear 
that the latter’s wishes are the best 
predictor of what the outcome actually 
will be. The hospital has the formal 
power, delegated by statute, to release 
the patient at its own discretion, but 
it cannot bind either of the other two 
parties to its wishes. Thus, its legal 
power cannot guarantee a desired out- 
come; it can only prevent an unde- 
sired one. The family may bring 
informal pressure on the hospital to 
release the patient to them. It is prob- 
able that most releases against advice 
(which accounted for six per cent of 
all releases from this hospital in a 
recent year) are a consequence of such 
family pressures. It may even try to 
effect its desires by legal action, as by 
writ of habeas corpus.to secure the re- 
lease of the patient. Although the 
family has less formal power than the 
hospital to “get its way,” it does have 
great resources for blocking an unde- 
sired outcome. If the family is flatly 
opposed to the patient’s return, they 
ray simply refuse to accept him, cr 
they may “leave the field,” for ex- 
ample, by desertion or divorce. 


Of the three actors, the patient has 
the least formal power to call upon. 
At best, he can release himself by 
escape and is then in a position to 
make an independent decision, within 
the limits of the practical possibilities, 
as to where he will go. However, the 
patient has a great deal of informal 
power in that hospital personnel, act- 


ing in his interest, will seldom advo- 
cate a plan that he strongly resists, and 
if they judge him ready for release, 
they have few alternatives but to ac- 
cede to the patient's preferences even 
when they do not agree with him. 
Thus, while “veto power” seems to be 
characteristic of all three actors, it is 
the patient who exercises the most 
powerful veto. The medical aspects 
of the situation which define all three 
parties as acting in the patient's in- 
terest seem to take precedence over 
other aspects, and the patient’s dis- 
agreement thus carries the greatest 
weight. Under these conditions limits 
are set on the use of the power avail- 
able to both hospital and family. 


While considerations of ambiguity 
and structured power differentials ap- 
ply to all three actors, the position of 
the hospital is additionally affected by 
certain “ideological” considerations. 
While we were not surprised to find 
the patient getting his way frequently, 
we were struck by the number of 
times that the hospital did not. Con- 
trary to the expectations of general 
medical practice, “doctor’s orders” do 
not always apply in release from men- 
tal hospitals. A part of this we at- 
tribute to conflicts in the hospital’s 
own beliefs. Prominent in the think- 
ing of hospital personnel are two con- 
tradictory beliefs. In the first place, 
under the impact of current thinking 
about “institutionalization,” “back 
wards,” “total push,” etc., the hospital 
frequently believes that remaining in 
the institution is, paradoxically, not 
therapeutic. Thus, in case of doubt, 
the current belief of many personnel 
is that almost any kind of community 
setting for the patient is preferable 
to remaining in the hospital. At the 
same time, the impact of psychody- 
namic theories of mental illness has 
been to create great suspicion of the 
“family.” Hospital personnel often 
tend to view the family as a “patho- 
genic milieu,” a concept which has 
been most explicitly developed in the 
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notion of the “schizophrenogenic” 
mother.” Given such conceptions, hos- 
pital personnel often consider the pa- 
tient’s rebellion against family as 
therapeutic improvement, and the pa- 
tient’s acquiescence to family wishes 
as unfavorable signs. In short, the hos- 
pital has serious doubts about (a) the 
patient’s staying in the hospital, and 
(b) the patient's returning home. The 
easiest way out is to favor the patient’s 
leaving the hospital to live alone. 
Nevertheless, the dearth of commu- 
nity resources for released patients 
and a reluctance to oppose strongly an 
outcome which the patient strongly 
favors frequently result in acquies- 
cence in his return to the family. 
This study has singled out for anal- 
ysis one aspect of the mental patient's 
hospitalization and convalescence — 
the “release phase.” The analysis has 
been concerned with demonstrating 
that considerable strain is imposed on 
the relations between actors involved 
in the release process, and that this 
strain is structured according to sys- 
tematic power differentials among the 
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actors. Strain is generated by the un- 
certainty and ambiguity that charac- 
terize the process of leaving the men- 
tal hospital, and these characteristics 
in turn afford varying opportunities 
for exercise of power by the various 
actors. Although the hospital has the 
greatest amount of formal power to 
determine the outcome, it is the pa- 
tient who seems to have the greatest 
de facto power. In the data analyzed 
in this paper not only was the hospital 
the lowest predictor of outcome, but 
many of its agreements with the other 
actors were forced by their therapeu- 
tic orientations and by ideological and 
realistic considerations. Thus, in the 
release process purely medical con- 
siderations are often overshadowed by 
social and interpersonal factors. 
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KOW DO PATIENTS LEARN ABOUT DISEASE? 


LOIS PRATT 


Cornell Medical College 


One important aspect of medical 
care is teaching the patient about the 
nature of his illness, what will be 
done to diagnose and treat the prob- 
lem, and how much improvement the 
patient can expect. The information 
a patient is given, when he is in- 
formed, and by whom, are factors 
which may be closely related to the 
benefit he derives from his medical 
care, for the ability of the patient to 
cooperate effectively with the phy- 
sician is often highly dependent upon 
the patient's understanding of his 
condition. Hence, the medical in- 
formation that lay people learn from 
various “sources, and the conditions 
under which they can and cannot 
learn such information, constitute 
vital problem areas both for those 
attempting to improve medical care 
and for those interested in medical 
sociology. 


The present paper concerns the 
question of how much information 
about disease patients learn from vari- 
ous sources. First, a comparison will 
be made of the level of information 
about disease among people who have 
had a particular disease themselves, 
among those with associates who have 
had the disease, and among those who 
have not had the disease and have not 
known anyone who has had it. Next, 
taking data available on one disease 
(coronary thrombosis), we shall show 
what patients learned as a result of 
the dissemination of information in 
connection with President Eisenhow- 
er’s illness, and an attempt will be 
made to compare what was learned 
then with what is ordinarily learned 
from associates and from the experi- 


Finally, on the basis of the findings, 
suggestions will be made about some 
of the conditions that may be favor- 
able or unfavorable to patient learn- 
ing. 


METHOD 


Data were gathered on patients in 
the general medical out-patient clinic 
of a large metropolitan hospital. A 
36-item multiple-choice test designed 
to measure knowledge of ten comamon 
diseases was administered to a cross- 
section of 214 patients in the spring 
of 1955. The diseases investigated 
were tuberculosis, stroke, stomach 
ulcer, syphilis, diabetes, coronary 
thrombosis, arthritis, asthma, change 
of life, and leukemia. The questions 
took this form: 


The commonest symptom of coronary 
thrombosis is: 


1. Sharp shooting pain in the chest. 
2. Paralysis. 

3. Steady pressing pain in the chest. 
4. Don’t know. 


Coronary thrombosis is: 
1. An attack of rapid irregular heart- 
beat. 
2. The same as a stroke. 
3. A blood clot in a heart artery. 
4. Don’t know. 


Usual treatment for coronary thrombosis 
is: 
1. Several weeks bed rest. 
2. Surgery. 
2. Penicillin or aureomycin injections. 
4. Don’t know. 


Coronary thrombosis: 
1. Is almost always fatal. 
2. Is often followed by recovery. 
3. Is not serious for those over 50. 
4. Don’t know. 
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The respondent was asked to circle 
the one answer for each question 
that was entirely correct. Three or 
four questions of similar level of 
difficulty were asked about each dis- 
ease. 


Respondents were asked to indicate 
which of the diseases they them- 
selves had experienced and which ones 
they had known an associate to have. 
(These questions were not asked con- 
cerning stomach ulcer because of an 
oversight.) The knowledge of pa- 
tients in the sample who had had 
a particular disease was compared 
with the knowledge of patients who 
had not had this disease, in order to 
obtain a rough measure of the amount 
of information a patient gains as a 
result of having the disease and re- 
ceiving care for it from a physician. 
Presumably, the primary source of 
information about the disease for the 
patient is his physician, though the 
patient may also be exposed to other 
sources of information. Similarly, the 
knowledge of persons whose relatives 
or acquaintances have had a given 
disease was compared with that of 
persons reporting no such acquaint- 
ances, in order to indicate what people 
learn from interpersonal relations with 
other laymen. These measures are 
admittedly deficient; it would be pre- 
ferable to have measures on the same 
individuals before and after contact 
with a physician or an associate. 


Knowledge of coronary thrombosis 
was tested with the questions above. 
Hence, a third comparison was made 
possible by the publicity given to 
President Eisenhower's heart attack 
in September, 1955. All major public 
communications media carried exten- 
sive and repeated stories on the state 
of the President’s health, the nature 
of the disease process, the diagnostic 
and therapeutic procedures employed, 
factors thought to be related to- the 
disease, and the prognosis. As a re- 
sult of the event and the publicity, 
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the illness seemed to become an im- 
portant topic of conversation among 
laymen. It was therefore decided to 
measure knowledge of this disease 
again with the same test questions 
on another cross-section of the same 
clinic population. This was done in 
November and December, 1955, on 
a sample of 167 patients. The aim 
was to compare the “before” and 
“after” cross-sections in order to de- 
termine how much patients learned 
as a result of the dissemination of 
information about the President's ill- 
ness, and then to compare any gain 
in knowledge from this source with 
the gains made by a coronary disease 
patient and by a person who has 
known people who have had the 
disease. 


Results are reported in terms of 
the proportion of patients answering 
a particular question or group of 
questions correctly. In order to ensure 
that the two cross-section samples were 
comparable, and that any change in 
knowledge of coronary thrombosis 
could be attributed to the information 
disseminated in connection with the 
President's illness, two checks were 
made. The distributions of social 
characteristics among the two samples 
were examined and found to be quite 
similar (Table 1). Secondly, the two 
cross-sections were compared to ascer- 
tain whether there had been any 
change in knowledge of other diseases 
about which there had been no un- 
usual publicity. Virtually no differ- 
ences were found between the “be- 
fore” and “after” samples in this re- 
spect.* 


*The proportions of persons answering 
correctly to questions about stroke, dia- 


betes, and tuberculosis before and after 
President Eisenhower’s illness are: 
Before After 
Stroke 51 48 
Diabetes 71 72 
Tuberculosis 73 7. 
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TABLE 1. 


SOCIAL CHARACTERISTICS OF SAMPLES QUESTIONED 
BEFORE AND AFTER PRESIDENT EISENHOWER’S ILLNESS 








Per cent among: 





Befere After 
(N — 214) (N — 167) 
Age 
Less than 30 II 14 
30 to 49 37 34 
50 or more 49 48 
Not ascertainable 3 4 
Total 100 100 
Sex 
Male 32 29 
Female 68 71 
Total 100 100 
Nativity 
U. S.-born 67 71 
Foreign-born 33 29 
Total 100 100 
Education 
Some high school 53 57 
No high school 38 41 
Not ascertainable 9 2 
Total 100 100 





GAINS IN INFORMATION FROM 
THE THREE SOURCES 


Table 2 compares, for the nine dis- 
eases on which appropriate data were 
available, the percentage of patients 


with a given disease who answered the 
questions about it correctly with the 
percentage of patients who have not 
had the disease who knew the informa- 
tion. The figures in the table represent 


TABLE 2. 


KNOWLEDGE OF A DISEASE AMONG THOSE WHO 


HAVE AND HAVE Nort Hap It 








Average percent 
answering correctly 
among those who: 











Number of cases* 
for those who: 





Have had Have not 





Have had Have not had 
h 





the the the had the 

Disease disease disease Difference disease disease 
Tuberculosis 91 72 19 II 200 
Diabetes 82 71 II 26 185 
Syphilis 73 63 10 22 190 
Arthritis 51 57 —6 61 148 
Change of life 59 52 7 78 131 
Asthma 81 50 31 16 195 
Stroke 61 51 10 12 201 
Leukemia 25 40 —I5 4 205 
Coronary thrombosis 48 37 II 14 196 

Average 63 55 8 





*Based on the sample questioned before President Eisenhower’s illness. 
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the average proportions answering 
correctly to the three or four ques- 
tions about each disease. While the 
findings vary somewhat among the 
several diseases, the tendency is for 
those who have had a particular dis- 
ease to know the correct answers to 
questions about it slightly more often 
than do those who have not had the 
disease. Because of the small number 
of cases of persons with any particular 
disease, it is not possible to rely on 
the difference in knowledge found for 
any specific disease. Combining the 
figures for separate diseases into one 
average figure in order to compare 
the knowledge of persons about their 
own disease (regardless of what the 
disease is) with that of persons who 
have not had the disease, we find the 
average superiority of the former 
group is 8 percentage points over the 
latter. This difference is not in it- 
self statistically significant. However, 
in seven of the nine diseases, those 
who had had it were found to know 
more than those who had not, and in 
six of these diseases, the difference 
was 10 percentage points or more; 
these facts suggest that there may be 
a real, though slight, difference. 

If we interpret the figure of 8 


SOCIAL PROBLEMS 





percentage points as a rough measure 
of what the persons studied, as a 
group, gained in knowledge of their 
disease from the experience of having 
had it, it appears that only a small 
amount of information (of the type 
measured here) is learned as a result 
of this experience. The magnitude of 
this learning can be evaluated more 
adequately by comparing it with the 
learning that apparently occurred in 
other situations. 


The level of knowledge of persons 
with acquaintances who have had a 
particular disease and of those with- 
out such acquaintances are shown 
in Table 3. Depending on which 
disease is considered, between 10 and 
25 per cent more of those with ac- 
quaintances with a given disease know 
the information about that disease 
than of those without such acquaint- 
ances. On the average, 19 per cent 
more of those with acquaintances 
with a disease know the facts about 
that disease than of those without 
such acquaintances. This is signifi- 
cantly greater (at the .01 level) than 
the 8 per cent difference between 
those who had a given disease them- 
selves and those who had not had 
the disease themselves. This suggests 


TABLE 3. 


KNOWLEDGE OF A DISEASE AMONG THOSE WITH AND WITHOUT 
AN ACQUAINTANCE WHO HAS HAD THE DISEASE 








Average per cent 
answering correctly 


Number of cases* 
for those: 


among those: 





With an Without an “With an Without an 
acquaint- acquaint- acquaint- acquaint- 
ance ance ance ance 

who who who has who has 
. has had has had had the had the 
Disease disease disease Difference disease disease 
Tuberculosis 86 71 15 60 150 
Diabetes 81 70 II 86 125 
Syphilis 73 63 10 II 200 
Arthritis 71 54 17 62 151 
Change of life 71 5° 21 73 137 
Asthma 66 50 i6 68 143 
Stroke 66 49 17 69 141 
Leukemia 64 39 25 26 181 
Coronary thrombosis 54 34 20 34 177 
Average 72 53 19 “ 





*Based on the sample 





questioned before President Eisenhower’s illness. 
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that the patients studied tend to 
learn somewhat more from associates 
than from personal disease experience. 
Some of the implications of this find- 
ing will be discussed in a later sec- 
tion of this paper. 

In order to obtain information on 
other sources from which patients 
learn information about disease, the 
Opportunity was seized to measure 
any learning that might have taken 
place as a result of the dissemination 


sample questioned after the illness, 
it can be inferred that the difference is 
the result of information learned in 
the meantime, either directly from 
the mass media or indirectly through 
conversations evoked by the published 
material. It will be recalled that 
the two samples were found to check 
rather closely on social characteristics 
and that there was no difference be- 
tween them in knowledge of other 
diseases. 


TABLE 4. 


INFORMATION LEARNED ABOUT CORONARY THROMBOSIS FROM 
THREE SOURCES 


Average per cent answering correctly 
to questions 
about coronary thrombosis 


Number of cases 





‘Information learned from mass media 
Before President’s illness 
After President’s illness 


Difference 

information learned from physicians 
Persons without coronary thrombosis 
Persons with coronary thrombosis 


Difference 

Information learned from associates 
Persons without acquaintances with 
coronary thrombosis 
Persons with acquaintances with 
coronary thrombosis 


Difference 














38 214 
59 167 
21 
48 32* 
58 345* 
10 
44 gi* 
63 284* 
19 





*The “before” and “after” samples have been combined in order to secure sufficient 
numbers having had coronary thrombosis and having acquaintances who had had it. 
The pattern was almost identical for the two samples. 


of information in the mass com- 
munications media in connection with 
President Eisenhower's heart attack. 
This educational stimulus might be 
described as a widespread effort to 
convey information about the state 
of health of a crucial public figure. 
The information was given a promi- 
nent place in the news; it was detailed 
and was issued and reiterated through 
all major mass media. It apparently 
led to widespread discussion of the 
illness. By comparing the level of 
information of a sample of patients 
questioned before the President’s ill- 
ness with the knowledge of a similar 


Table 4 compares the proportions 
who gave correct answers to the coro- 
nary thrombosis items before and 
after the President's illness. Coronary 
thrombosis was the disease, among 
the ten investigated, about which pa- 
tients knew least before the Presj- 
dent’s illness; hence, there was ample 
room for learning to take place. Be- 
fore the President’s illness, an average 
of 38 per cent of the patients knew 
the correct answers; afterwards, this 
figure rose to 59 per cent. The differ- 
ence of 21 percentage points suggests 
that a significant gain in knowledge 
resulted from the dissemination of in- 
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formation in connection with the 
President's illness. Based on the data 
shown in Table 4, the gain in know- 
ledge about coronary thrombosis from 
this source was significantly larger (at 
the .01 level) than that made by 
coronary patients from the experience 
of having the disease themselves (10 
percentage points), and approximate- 
ly the same amount that was learned 
from associating with people with the 
disease (19 percentage points). 


In view of the defects in the meas- 
ures used to represent learning from 
the three sources, the following in- 
terpretations of the findings are tenta- 
tively offered. Patients apparently 
gain a certain amount of information 
about disease from all three sources 
that were investigated. They seem to 
learn somewhat more about their 
friends’ and relatives’ diseases, from 
their interpersonal relations with these 
people, than they learn from the ex- 
perience of receiving care for a dis- 
ease themselves. In the case of coro- 
nary thrombosis, they learned approxi- 
mately as much from the mass dis- 
semination of information about that 
disease when the President had it 
as they did from associates who had 
it, and significantly more than they 
learned from physicians when they 
themselves had it. 


CONDITIONS INFLUENCING 
LEARNING ABOUT DISEASE 


What are the characteristics of 
these three situations that would ex- 
plain the greater learning that takes 
place in two than in the other one? 
Although the evidence on the prob- 
lem is indirect, the three situations 
will be explored as far as is feasible 
with the data available, and possible 
explanations for the difference in 
the learning from each will be sug- 
gested. 


In order to try to understand the 
factors that limit the amount of in- 
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formation patients learn from physi- 
cians about their disease, we shall 
examine the kinds of facts that pa- 
tients apparently do learn and the 
kind they do not learn about their 
own disease. Table 5 compares the 
proportion of coronary disease pa- 
tients with the proportion of patients 
without coronary disease who answer- 
ed each of the four questions about 
tris disease correctly. The findings 
should be considered with caution 
because, based as they are on only 32 
coronary disease patients, the differ- 
ences do not meet the acceptable 
criterion of significance. (The differ- 
ences reported reach only the .10 
level of significance.) However, a 
pattern similar to the one found for 
coronary disease is found for other 
diseases, lending some support to the 
notion that a real difference may be 
represented. There is a tendency for 
the superior knowledge of coronary 
disease patients over mon-coronary 
disease patients to be restricted to 
certain types of information about 
the disease. A slightly larger propor- 
tion of coronary disease than non- 
coronary disease patients knew that 
the disease is often followed by re- 
covery, that the usual treatment is sev- 
eral weeks’ bed rest, and that the most 
common symptom is a steady pressing 
chest pain. But coronary disease pa- 
tients did not know more than pa- 
tients without the disease about the 
disease process—that it is a blood clot 
in a heart artery. 


These findings suggest that patients 
learn the encouraging and immediate- 
ly practical information about their 
illness to a greater extent than they 
obtain a fundamental understanding 
of disease process. One explanation 
may be that this reflects the kind of 
information physicians give to pa- 
tients. Such an explanation is in 
accord with the results of another 
as yet unpublished study in which it 
was found that the kind of informa- 
tion that physicians (in this same 
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TABLE 5. 


COMPARISON OF THE KINDS OF INFORMATION ABOUT CORONARY 
THROMBOSIS KNOWN BY PERSONS WHO HAVE AND WHO HAVE Not Hap IT 








Per cent answering correctly among those 


those who: 





had coronary 


Have not 
had coronary 


Have 





thrombosis thrombosis Difference 
“The commonest symptom of 
coronary thrombosis is: a steady 
pressing pain in the chest.” 34 24 Io 
“Coronary thrombosis is: a blood 
clot in a heart artery.” 60 56 4 
“The usual treatment for coronary 
thrombosis is: several weeks’ bed rest.” 78 67 II 
“Coronary thrombosis: is often 
followed by recovery.” 61 47 14 
Average for the four questions combined 58 48 10 
Number of cases* (32) (340) 





*The “before” and “after” samples have been combined in this table because of 
the small number of coronary thrombosis patients available. 


clinic) almost unanimously stated the 
public ought to know was hopeful 
information about treatment and 
prognosis; there was less agreement 
about the importance of their know- 
ing the facts of etiology. Another 
possible explanation is that patients 
may find it difficult to learn objective 
information about disease when they 
themselves are sick, even when it is 
given to them by a physician, be- 
cause they are too involved in their 
own illness to learn. Other findings 
also suggest that this latter factor 
may be in part responsible for the 
relatively small amount of factual in- 
formation learned by patients about 
their disease from physicians. 


The fact that patients were found 
to learn more about their acquaint- 
ances’ diseases than about their own 
disease suggests that learning may 
actually be partially inhibited by 
having the disease. One might even 
draw this conclusion if the person 
with the disease himself were found 
to know the same amount as the one 
whose only contact is through the 
illness of an acquaintance, for the 
contact with an acquaintance may be 
quite casual, and exposure to factual 


information and interest in the prob- 
lem therefore rather limited. 

If this explanation is valid, one 
might also expect to find that a per- 
son who has had several diseases him- 
self would know no more about dis- 
ease than the person who has had 
little personal disease experience. That 
is, if extensive illness interferes with 
a person’s objectivity about disease, 
one might expect the extensively ill 
person to know no more than the 
healthy one, in spite of the greater 
exposure to information and the great- 
er personal concern with the prob- 
lem on the part of the former. 


Table 6 shows that there is no 
relationship between the number of 
diseases a person has had himself 
and either his overall knowledge of 
disease or his knowledge of coronary 
thrombosis in particluar. Thus, ex- 
tensive personal experience is ap- 
parently not particularly conducive to 
learning about disease, just as the 
experience of having a particular dis- 
ease does not necessarily mean - the 
person will learn very much objective 
information about that disease. 


This implication of the findings is 
emphasized by another finding. There 








is a significant relationship between 
the number of diseases to which one 
has been exposed indirectly through 
one’s acquaintances and the level of 
knowledge about disease in general 
and about coronacy in particular (see 
Table 6). (There is the possibility 
that this relationship may be partially 
due to a tendency for certain people 
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of those with acquaintances with three 
or more of the ten diseases answered 
them correctly.* 

Considering this in the light of the 
fact that there was found to be no 
relationship between the number of 
diseases the person has had himself 
and his knowledge of disease in gen- 
eral or of coronary thrombosis, the 


TABLE 6. 


GENERAL KNOWLEDGE OF DISEASE AND KNOWLEDGE OF CORONARY 
THROMBOSIS BY NUMBER OF DISEASES PERSON HAs HAD HIMSELF 


_AND NUMBER His ACQUAINTANCES HAVE HAD 








Average per cent answering 


correctly to questions: 











About all About coronary ..Number 
Sf —_— diseases combined thrombosis of cases* 
Number of dieeases = é... i 
person has had** 
None 54 37 63 
I-2 56 40 102 
3 or more 54 39 37 
Number of diseases 
the preson’s acquaintances have had** 
None 41 27 29 
I-2 53 34 44 
3 or more 65 46 go 





*“Before” sample only, because a measure of knowledge of all nine diseases is 


available for this sample alone. 


The pattern of knowledge of coronary thrombosis is 


identical, however, in the “after” sample, both for the number of diseases the person 
has had himself and for the number his acquaintances have had. Figures for the “after” 


group are given in Table 7. 

**Among the nine investigated in this 
with a high level of knowledge about 
disease to be more sensitized to the 
presence of disease among their asso- 
ciates. However, this is probably not 
a major factor.) Those with acquaint- 
ances who have had none of the nine 
diseases had an average accuracy on 
the questions about all diseases of 41 
per cent, while those with acquaint- 
ances who had three or more of the 
diseases were 65 percent correct. In- 
direct contact with disease through 
acquaintances is also related to knowl- 
edge of coronary thrombosis specific- 
ally. It is just about as informative 
to have acquaintances with several 
diseases—even though they are not 
necessarily coronary disease—as to 
have had the disease oneself: 58 per 
cent of the coronary disease patients 
answered the questions on coronary 
disease correctly, while 54 per cent 


study. 


implication again arises that having 
a disease oneself may be the character- 
istic of the physician-patient educa- 
tional medium that militates against 
maximum learning on the part of the 
patient. It is perhaps due in part to 
the fact that doctors do not inform 
their patients extensively about dis- 
ease. But if our conclusion is cor- 
rect that patients can actually learn a 
little more when their acquaintances 
have the disease than when they have 
it themselves, then it is likely that 
another factor is also involved, that is, 
the patient may so lack objectivity 
about his own illness that he cannot 
profit in a learning sense even if the 
doctor should give him the informa- 
tion. 


*Both these figures are based on the 
“before” and “after” samples combined. 
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Some of the relevant conditions 
present in the dissemination of infor- 
mation about coronary thrombosis in 
relation to the President's illness are 
these: the material was made readily 
available, and was styled for a lay 
audience; it was not focused around 
the individual coronary disease patient 
in the audience, but rather on the 
health of a very prominent person; 
and treatment and prognosis aspects 
of the disease were stressed more than 
the symptoms or etiology. What was 
the effect of these conditions on the 
amount and type of information 
learned by laymen and by coronary 
disease patients themselves? 

First, a larger proportion of the 
group after the President's illness than 
before answered correctly each of the 
four questions about the disease (see 
Table 7). Thus, this experience ap- 
peared to provide an opportunity to 
learn about all the aspects of the 
disease tested here. However, a con- 
siderably greater gain was made in 
knowledge of the treatment and prog- 
nosis of the disease than about the 
etiology and symptoms. This is what 
one was led to expect from an exami- 
nation of the content of the informa- 
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immediately practical aspects of the 
disease than they learned about the 
basic disease process. However, it is 
notable that a significant amount was 
learned from the reporting of the 
President's illness about the basic dis- 
ease process, even though the gain 
was smaller than for the therapy and 
prognosis aspects of the disease, while 
no significant gain was made in this 
area from physicians. 

The next important question is 
whether or not coronary thrombosis 
patients themselves were able to learn 
about their own disease under the con- 
ditions present in the mass media 
presentation of material concerning 
the President, and particularly whether 
they were able to learn as much as or 
more than they learn under the or- 
dinary circumstances of receiving care 
from a physician. Unfortunately, in- 
sufficient cases of coronary disease 
patients are available to test this defin- 
itively. A rough check can be made 
by approaching the problem indirectly. 
The basic question is whether patients, 
who apparently learn only a limited 
amount about their disease under or- 
dinary conditions, are able to learn 
about disease when the information 


TABLE 7. 


COMPARISON OF THE KINDS OF INFORMATION ABOUT CORONARY 
THROMBOSIS KNOWN BEFORE AND AFTER THE PRESIDENTS ILLNESS 








Per cent answering correctly: 








Before After Difference 

“The commonest symptom of coronary 

thrombosis is: a steady pressing pain 

in the chest.” 20 31 II 
“Coronary thrombosis is: a blood 

clot in a heart artery.” 47 60 13 
“The usual treatment for coronary 

thrombosis is: several weeks’ bed rest.” 53 80 27 
“Coronary thrombosis: is often 

followed by recovery.” 30 63 33 


tion presented in the major publica- 
tions, for the treatment and prognosis 
aspects of the disease were stressed. 
The pattern is similar to that found 
for the information learned by pa- 
tients from physicians (see Table 5). 
That is, people learned more from 
both these sources about the hopeful, 


is presented as it was when President 
Eisenhower was ill. Thus, if patients 
with several diseases themselves were 
able to learn about a disease under 
these conditions, it suggests that these 
latter conditions may have been more 
favorable to learning than those 
usually present when a person is ill. 
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TABLE 8. 


KNOWLEDGE OF CORONARY THROMBOSIS BEFORE AND AFTER THE 
PRESIDENT’S ILLNESS BY NUMBER OF DISEASES PERSON HAS HAD AND 
NUMBER OF DISEASES His ACQUAINTANCES HAVE HAD 
~ Average per cent answering correctly to questions 


about coronary thrombosis among 
those questioned: 











Number of cases 














Before After Difference* Before After 

Number of diseases person has had** 

None 37 59 22 63 46 

1-2 40 61 21 102 86 

3 or more 39 56 17 37 31 
Number of diseases person’s acquaintances have had** 

None 27 51 24 27 19 

1-2 34 57 23 59 38 

3 or more 46 62 16 92 98 





*All differences between “before” and “after” range in significance from the .10 to 
the .o1 level. None of the differences was significantly greater than any other. 
**Among the nine investigated in this study. 





Table 8 shows that persons who 
had one or more diseases themselves 
made approximately the same amount 
of gain from the mass media material 
concerning coronary thrombosis as did 
the rest of the sample. This gain was 
significantly greater than that made 
by coronary disease patients in the 
ordinary course of care from a phy- 
sician. While there are insufficient 
cases to present the data as findings, it 
should be mentioned that the coronary 
disease patients themselves followed 
this same pattern: the 18 coronary 
disease patients questioned after the 
President's illness knew more about 
the disease than the 14 coronary dis- 
case patients knew before, and the 
size of the gain was the same as that 
made by others from the mass media 
material. 


Hence, under the conditions pre- 
‘sented by the mass media coverage of 
the President’s heart attack, the ill 
were apparently able to learn a con- 
siderable amount about disease, and 
more than patients seem to learn from 
their care from a physician. They 
were apparently not ‘stimulated to 
learn more than those who had not 
been extensively ill or those who had 
not had coronary thrombosis, but they 
appeared to be able to learn just about 
as much. The significant conditions 
present in this situation were probably 


the prominence of the President, the 
extensive presentation of material, and 
the fact that the information was 
focused away from the patient in the 
audience. 


Certain practical implications are 
suggested by these findings. First, the 
physician who wishes to educate his 
patients about their illness may find it 
necessary to devise means for coping 
with their lack of objectivity about 
their disease. In addition, he should 
probably provide clear and abundant 
information to the patient on the sub- 
ject. Secondly, if the goal is to have 
patients sufficiently well informed to 
make profitable use of medical facil- 
ities, without having excessive fear of 
illness, it is possible that greater gains 
will be made by educating people 
when they have not yet become ‘pa- 
tients—for example, when they are 
young—rather than by relying so 
heavily on the individual physician to 
teach each patient all the relevant 
(but reassuring) facts about his par- 
ticular illness. 


_ SUMMARY AND CONCLUSIONS 


This has been an exploratory study 
of the sources from which and the 
conditions under which patients learn 
information about disease. - At ‘this 
stage in our investigation of the prob- 
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lem, the measurement tools used have 
been crude. The multiple-choice test 
employed to measure knowledge of 
the ten diseases reflects only certain 
types of knowledge. Other important 
types of information, not reflected in 
this test, are undoubtedly learned by 
patients from physicians and other 
sources. Further research is needed to 
demonstrate the relevance of various 
types of information to the benefit the 
patient derives from his care. 

The present study has used, as a 
measure of what patients learn from 
physicians and from associates, the 
difference in knowledge between those 
with a given disease (or with an asso- 
ciate who has had a disease) and 
those without this experience. A more 
accurate measure would be obtained 
by testing the knowledge of the same 
group of people before they had de- 
veloped a disease and after they had 
been taught about it by a physician 
or by others. In order to be certain 
which educational influence was re- 
sponsible for the change in the pa- 
tient’s level of knowledge, it would 
also be necessary to study the teach- 
ing efforts that intervened between 
the two testings. A study of this sort 
is now in progress, which will supple- 
ment the present findings on the 
learning situation within the patient- 
physician relationship. 

The study suffers also from inade- 
quate numbers of patients in certain 
sub-groups which turned out to be 
crucial to the analysis. The most 
serious deficiency was in the number 
of patients with coronary thrombosis, 
for it was not anticipated when the 
study was initiated that this disease 
would become the subject of attention 
in the mass media. Furthermore, the 
findings apply only to patients in one 
medical out-patient clinic. It is pos- 
sible that the results concerning the 
amount of information learned from 
a physician would be different if the 
sample consisted of patients with 
higher socio-economic status charac- 
teristics, and particularly patients seen 


by physicians in private practice. A 
physician may give such patients more 
information because he _ perceives 
them as capable of using it, and these 
patients may demand more informa- 
tion from a physician. 


With these qualifications, it was 
found that patients with a given dis- 
ease answered questions about it cor- 
rectly in a slightly larger proportion 
of the cases than did persons who had 
not had the disease. A significantly 
greater gain in information was made 
by persons with associates who had a 
given disease over those without such 
interpersonal contact with the disease. 
From this, it was tentatively concluded 
that somewhat more information of 
the type tested here is apparently ab- 
sorbed through interpersonal relations 
with other laymen than through the 
experience of receiving care from a 
physician for a disease. 

Taking coronary thrombosis as an 
example, it was found that the gain 
in knowledge on the part of a group 
questioned after President Eisenhow- 
er's illness over a group questioned 
before that event was of approxi- 
mately the same magnitude as that 
obtained from acquaintance with peo- 
ple who have had the disease, and 
significantly greater than that obtained 
through the experience of having had 
the disease oneself. 

On the basis of these findings, it is 
suggested that the system of social re- 
lationships within which the patients 
are educated about disease extends 
beyond the patient-physician relation- 
ship and includes interpersonal rela- 
tions among laymen and the formal 
channels of mass communication. 

In an attempt to account for the 
finding that patients with a given dis- 
ease knew very little more about it 
than did those without the disease, it 
was suggested that this is, in part, a 
reflection of what physicians tell pa- 
tients. This explanation is supported 
by the finding that patients learned 
more about the hopeful and imme- 
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diately practical aspects of coronary 
thrombosis than about the disease 
process itself, together with the fact 
that another study showed physicians 
to be most interested in having lay- 
men know about the hopeful facts on 
therapy and prognosis. It was also 
suggested that patients may have dif- 
ficulty in being objective about disease 
when they are ill themselves, and con- 
sequently, learning may be inhibited 
to a certain extent by illness itself. 
Support for this idea was drawn from 
the finding that patients learn less 
from their personal experience with 
disease than is gained from having an 
acquaintance who has a disease. 
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Both these explanations were drawn 
on to account for the greater learning 
that took place as a result of the dis- 
semination of information about the 
President's heart attack. Even the ill 
were found to learn a considerable 
amount from the presentation of ma- 
terial in this form. The facts that 
large quantities of material were made 
available in suitable form, and that 
the information was not focused on 
the illness of the patient in the au- 
dience, may have been major factors 
in determining the large amount of 
information that was carried away 
from this experience. 


PUBLIC REACTION TO A SEVERE POLIO OUTBEAK IN 
THREE MASSACHUSETTS COMMUNITIES 


JOHN A. CLAUSEN AND ERWIN L. LINN 


Laboratory of Socio-environmental Studies 
National Institute of Mental Health 


During July of 1955 a rapid in- 
crease in the incidence of polio cases 
in the Boston area was noted in the 
Boston papers. By Friday, July 8, the 
Boston Post reported that the preced- 
ing three days had brought the “worst 
up-turn in the disease in a ten-year 
period.” Polio continued to be front- 
page news for the next two weeks and 
on the 24th of July an official def- 
inition of the polio situation was 
given: 


The present siege of infantile paral- 
ysis cases in Boston is expected to be- 
come an official epidemic today or to- 
morrow,’ Deputy Health Commissioner 
Frederick J. Bailey said last night as he 
reported twenty-six new cases. ... The 
new cases bring the Boston total to 
149... Officials have set a total of 
160 cases as epidemic threshold. (1) 


By August Ist, mew cases brought the 
Boston total to 226. A slight redefini- 
tion of the situation was, howeve;, 


offered: 


Dr. Cauley 
said there are 


(Health Commissioner) 
Boston victims 


161 still 


in the hospitals, one above the official 

epidemic level set by the National Foun- 

dation for Infantile Paralysis. The 

Health Commissioner said he would not 

call the polio siege an epidemic because 

there were less than an average of eight 
cases; a day during July and that, thus 
far, the disease has not affected all 

sectors of the city. (2) 

By August 17th, 456 cases had been 
reported in the Boston area, but the 
situation still had not been officially 
labeled an epidemic in the press. The 
tone of news reports seemed more 
confident and the Health Commis- 
sioner was reported as saying that “the 
peak has been passed in Boston.” A 
few days later, hurricanes and floods 
took over in the news. 

Toward the end of August, there 
were additional statements that the 
peak of the pelo outbreak had passed. 
There was specific reference to the 
opening of schools on the normal 
opening date, under the heading, Po- 
lio Won't Delay Start of Schools. 
Three days later, however, the Boston 
Post's headline announced, Greater 
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Hub Schools Delay Opening Because 
of Polio. The news story indicated 
that school authorities acted on the ad- 
vice of public health officials, although 
the latter were not named. Later on 
the article stated that “throughout yes- 
terday health and school officials were 
flooded with telephone calls from 
parents with pleas not to open schools 
as scheduled. It was disclosed that 
many teachers would refuse to enter 
classes.” (3) 


The decision not to open the 
schools was placed in a somewhat dif- 
ferent light by an article in the same 
paper two days later. Under the sub- 
heading, Opposed by Officials, it was 
reported: “Action in delaying school 
openings, however, was opposed by 
health officials both on State levels and 
in the majority of cities and towns. 
Medical authorities said the action was 
pointless.” (4) Further discussion in 
the same article indicated that the 
chief epidemiologist of the State 
Health Department had noted that 
the opening of schools would have 
placed the children in well regulated 
surroundings under good medical su- 
pervision. 

Here, then, was an instance of 
disease threat perceived by some pub- 
lic officials as severe enough to require 
postponement of school, although not 
officially defined as an epidemic. The 
fact that the state health officials and 
many of the local health officials did 
not favor the closing of schools sug- 
gested that it might be fruitful to 
study the perceptions and beliefs of 
parents relative to the action taken. 
The decision to conduct a field survey 
of public reaction to the polio out- 
break and to the postponement of 
school was reached jointly by the 
staff of the Committee on Disaster 
Studies of the National Research 
Council and the staff of the Labora- 
tory of Socio-environmental Studies of 
the National Institute of Mental 
Health shortly after the middle of 
September. The present paper is a 


partial and preliminary report of cer- 
tain of the findings of this field sur- 
vey.* 


The lim‘ted resources available for 
the research and the pressure of get- 
ting interviewers quickly into the field 
dictated a study of relatively narrow 
scope. It was decided to focus pri- 
marily upon the perceptions, attitudes 
and actions of parents of children in 
elementary schools as these related to 
the issue of school postponement. Our 
information on the local scene in 
Massachusetts was meager. We could 
not be sure that the school issue was 
salient, although for parents it was 
almost bound to be a matter on which 
they had opinions. 


Initial intentions for a sampling de- 
sign called for interviewing in four 
communities, two with high polio in- 
cidence and two with low polio inci- 
dence, one of each pair having post- 
poned the opening of school and the 
other having opened the schools on 
schedule. The attempt to achieve this 
design was not feasible, however, be- 
cause no high incidence community 
could be found in which schools 
opened on schedule. Further, it ap- 
peared that a community which ex- 
perienced low threat and felt no need 
for school postponement was likely to 
be a relatively unrewarding source of 
data, considering the exigencies of the 
field operation. 

The three communities finally se- 

* Many persons on the staffs of the co- 
operating organizations and in other agen- 
cies contributed to the design of the 
study and to various portions of the field 
operations. Full acknowledgement of in- 
dividual participation will be made in the 
final report of the research as a whole. 
The project was under the general direc- 
tion of Mr. Harry Williams, Technical 
Director, Committee on Disaster Studies 
and Dr. Clausen. The sampling and in- 
terviewing of individual respondents was 
carried out by National Analysts, under a 
grant from the Committee on Disaster 
Studies. The present report examines only 
limited facets of the larger study as ana- 
lyzed by the authors. 
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lected were Chelsea, Needham and 
Weymouth. All had delayed opening 
their schools on schedule, Chelsea for 
one week and Needham and Wey- 
mouth for two weeks. The incidence 
of polio in Needham and Weymouth 
was very high relative to the rest of 
the Metropolitan area. The incidence 
in Chelsea was low relative to that in 
Needham and Weymouth, but high 
relative to previous years. 

Both Needham and Weymouth are 
at the outskirts of Metropolitan Bos- 
ton and are predominantly residential 
areas. Chelsea is much closer to the 
central business section of Boston and 
has a much greater concentration of 
population. The predominant occu- 
pational groups range from blue-collar 
workers in Chelsea, to skilled and 
white collar workers in Weymouth 
and professional and managerial per- 
sonnel in Needham. 


The sample of mothers interviewed 
was randomly selected from school 
lists of children in the first six grades 
of public schools. One hundred 
twenty-five names were selected in 
each of the three communities. Inter- 
views were obtained with 328 moth- 
ers or 84% out of the original sample 


of 375. 


The data to be presented bear 
largely on the topic of how the threar 
posed by high polio incidence was 
seen by the mothers of school chil- 
dren, what they attempted to do to 
cope with the threat, and on their atti- 
tudes and reactions to the postpone- 
ment of school. 


THE DEFINITION OF THE SITUATION 


Following a period of nearly two 
months in which the polio outbreak 
was front-page news and following 
the delayed opening of schools in, the 
communities studied, the interview 
sought to ascertain the amount of 
concern which the families of school 
children had felt during the period of 
high polio incidence and their defini- 
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tion of the seriousness of the situation. 
We have noted above that the re- 
sponsible health authorities, as re- 
ported in the daily press, were hesitant 
to label the outbreak an epidemic, al- 
though the term seems to have been 
widely used in references outside the 
Boston area. The word epidemic has 
a variety of usages, some carrying a 
connotation of unarrested spread of 
disease and perhaps an emotional 
threat, and others relating more im- 
personally to a statistical aspect of the 
distribution of any phenomenon in 
the population. The epidemiologist, 
Wade Hampton Frost, defined an epi- 
demic as “any temporary increase in 
the prevalence of an infectious disease 
of such extent and course as to indi- 
cate a definite change in the balance 
of forces controlling the occurrence of 
the disease in the population.”(7) By 
Frost’s definition, the Boston polio 
outbreak in 1955 was an epidemic. 
Indeed, a recent description of the 
outbreak by a group of distinguished 
public health officials makes clear that 
it was the most severe polio epidemic 
in Massachusetts history. (9) 


It might be assumed that most 
members of the local population 
would, in looking back at the high 
polio incidence during the preceding 
summer, label it an epidemic. In fact, 
however, just 23% of the respondents 
in the three communities said that 
they thought there had been an epi- 
demic in their community. The differ- 
ences between communities were 
small: 18% of mothers in Chelsea, 
22% of those in Weymouth and 27% 
of those in Needham thought there 
had been an epidemic. These differ- 
ences reflect the rank order but not 
the relative magnitude of the actual 
rates per hundred thousand popula- 
tion from July through September in 
the three communities (56, 255, and 
281 respectively, when based upon 
1950 census figures). 


Respondents were asked how one 
can tell “when a disease has reached 
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an epidemic stage.” Most often they munity than in other recent years, 
answered in terms of “a certain num- with the percentages again showing 
ber of cases in a given population” the same rank order as actual rates of 
(32%), simply “the number of cases” _ polio. 

(24% ), or “more than usual” (10% ). In answer to a direct question con- 
Nearly a fifth, however, looked beyond cerning worry about polio this year, 
the disease prevalence to social reac- 57% of the mothers interviewed in 
tions as the source of the definition: the three communities said they had 
Board of Health announcements worried very much, 31% said they 
(10% ), curtailment of public activi- had worried somewhat, and 12% said 
ties (5%), or announcement in the they had worried very little. It was 
press (4%). As might be expected, somewhat startling to find that Chel- 
better educated respondents were sea mothers, who might have been 
more likely to define an epidemic in expected to report much less concern 
terms of “number of cases relative to about polio than mothers in the other 
population” or “above average prev- two communities, actually reported in 
alence.” There was, however, only a_ significantly higher proportion that 
slight relationship between the way they had worried very much about 
the respondent defined an epidemic polio this year. In general, there was 
and whether or not the polio outbreak a significant negative association be- 
was so defined. Those whose criterion tween expressed concern about polio 
was “more than the usual number of and education, and Chelsea had a 
cases” did tend to define the outbreak greater proportion of less well edu- 
as an epidemic; those whose criterion cated respondents than the other two 
was announcement by the Health De- communities. Even when education is 
partment tended not to so define it. held constant, however, there was 


TABLE tf. 


VIEWS OF MOTHERS IN THREE MASSACHUSETTS COMMUNITIES 
REGARDING 1955 POLIO OUTBREAK 








ie Percentages Affirming View 

















View of Polio Outbreak  —s—_ Chelsea Weymouth Needham 
Was an epidemic 18 22 27 
Own community as seriously or more 

seriously affected than others 27 64 54 
More than in other years 83 89 96 
Worried very much this year 71 51 51 
Polio attack rate (per 100,000) 56 255 281 





Table 1 summarizes the perception a higher degree of expressed concern 
of the polio outbreak by mothers in among Chelsea mothers. In part, this 
the three communities. Only about a seems to be occasioned by the ex- 
fourth of the Chelsea mothers thought istence of a substantially greater pro- 
(incorrectly) that the polio problem portion of Jewish mothers in the 
was as serious or more serious in Chelsea sample, and Jewish respon- 
their local community than in the dents clearly expressed a higher level 
neighboring communities, while of concern than any other subgroup 
three-fifths of the Needham and Wey- discerned. It is also possible that the 
mouth mothers thought (correctly) higher density of population in Chel- 
that this was the case. The great sea and the relatively greater difficulty 
majority of mothers in each commu- in maintaining surveillance over the 
nity correctly reported that there had contacts of children would make 
been more cases of polio in their com- parents in this community more con- 
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cerned even though the absolute 
threat of polio might be somewhat 
less. 

The most important other clue to 
the greater expressed worry by Chel- 
sea mothers, however, is given by a 
reading of the daily paper, the Chel- 
sea Record, for the summer months 
of 1955. Detailed references to the 
polio danger, admonitions to take ail 
possible precautions, and frequent ref- 
erences to “infantile paralysis, the 
dread disease” carried a more ominous 
note than did the other local papers 
(mostly weeklies) which we reviewed. 
Seventy per cent of the Chelsea re- 
spondents said they took the local 
paper. Those who did so more fre- 
quently reported themselves as having 
been very much worried than did non- 
readers of the local paper. The differ- 
ence was especially great among those 
respondents who had not graduated 
from high school: 86% of the read- 
ers but only 55% of the non-readers 
said they had been very much worried 
about polio. No such differences are 
found among readers and non-readers 
of the local weeklies in Weymouth 
and Needham. Parenthetically, it may 
be noted that more than 90% of the 
respondents in each community also 
took a Boston paper. 

We had assumed that direct per- 
sonal experience with a person who 
had had polio in the past or with polio 
victims during the outbreak of 1955 
would influence the extent of concern 
expressed about polio. No such re- 
lationship was found, however, re- 
gardless of whether or not one or 
more polio victims were known, their 
personal relationship to the respon- 
dent, or the fact of death or crippling 
of the polio case of closest relation- 
ship. 

PRECAUTIONS AGAINST POLIO 


There are probably appreciable sub- 
cultural differences in willingness to 
report one’s self “very much worried” 
about illness or the threat of illness. 
Conceivably a family could have been 
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much concerned about the polio epi- 
demic and have markedly modified its 
normal patterns to minimize the 
threat without choosing to call this 
“worry.” How widespread, among 
families with grade school children, 
were specific precautions against po- 
lio? 

Ninety-three percent of the mothers 
interviewed reported that they had 
done something in particular to pro- 
tect their families from polio during 
the summer of 1955. Leading all 
other precautions was the attempt (re- 
ported by 84% of the mothers) to 
keep the children out of crowds, a 
measure recommended by health au- 
thorities throughout the epidemic pe- 
riod. The next most mentioned pre- 
cautions were paying special attention 
to sleep or rest (by 47%) and paying 
special attention to cleanliness (by 
44% ). Both these precautions are, of 
course, recommended by health au- 
thorities. 


One would expect mothers very 
worried about polio to take more pre- 
cautions than mothers who were not 
very worried. In part this is confirmed 
by the data: “Worried” mothers were 
more likely than those less worried to 
report they had kept their children 
out of crowds (90% vs. 76%) and 
had avoided epidemic areas in vaca- 
tion travel (43% vs. 27%).* On 
the other hand, the two groups hardly 
differed in other reported precautions. 
The average number of precautions 
reported by “worried” mothers was 
2.3; that reported by less worried 
mothers was 2.1. 


Respondents who had graduated 
from high school reported a slightly 
higher number of precautions than 
did those with less education. Paying 


* Ordinarily, avoiding epidemic areas in 
vacation travels could be almost entirely 
tied in with economic ability to take vaca- 
tions away from home, but in the three 
communities studied avoidance of epidemic 
areas often referred to the many recrea- 
tional areas near Boston which were also 
within the epidemic area. 
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special attention to rest and sleep, and 
paying special attention to cleanliness 
are significantly related to education. 
These would seem to be class-relevant 
precautions. On the other hand, 
avoidance of crowds and avoidance of 
epidemic areas in vacation travel 
seem less influenced by education than 
by whether or not the respondent re- 
ported herself as very much worried 
about polio. 


It is of interest to compare educa- 
tional differences in precautions re- 
ported by mothers during a polio 
epidemic with differences obtained in 
response to a similar question asked 
when the threat of polio was nct 
present. Such a comparison is af- 
forded by data secured in a survey 
conducted in a Virginia county sub- 
urban to Washington during the polio 
vaccine trials of 1954. (6) The popu- 
lations represented are not, of course, 
the same, but the patterning of re- 
sponses (Table 2) is suggestive of a 
marked decrease in the magnitude of 


ported by mothers of lesser educa- 
tional attainment was relatively low, 
less than half reporting that they 
routinely took precautions during the 
polio season. In Massachusetts during 
the epidemic of 1955, however, the 
great majority of mothers at all edu- 
cational levels reported a high level 
of precautionary measures. As has 
been noted above, attention to rest 
or sleep and to cleanliness are the 
only types of measure reported which 
show a consistent relation to educa- 
tional level in the epidemic situation. 


POLIO VACCINE SHOTS 


Polio vaccine was available for chil- 
dren in the first and second grades of 
public schools in the Boston area dur- 
ing late May and early June. Of the 
mothers interviewed, 39% had one 
or more children who had been inoc- 
ulated, and another 17% had children 
eligible for the shots who for one 
reason or another had not been inoc- 
ulated. As in previously reported re- 


TABLE 2. 


SPECIAL PRECAUTIONS AGAINST POLIO BY EDUCATIONAL LEVEL, IN THREE 
MASSACHUSETTS COMMUNITIES (HIGH THREAT) 1955 AND A VIRGINIA 
COUNTY (Low THREAT) 1954* 








Massachusetts Commun.ties 


Virginia County 











Special Precautions H.S. Less Than ins H.S. Less 
Reported: Than H.S. 
College Grad H.S. Grad College Grad Grad 

Avoided crowds 86% 85% 81% 68% 53% 2590 
Cleanliness, sleep, rest 69 68 51 77 67 29 
Avoided epidemic areas 

in vacation 45 32 34 21 14 
Other precautions 16 10 : 12 12 II 
No special precautions 

taken . 8 9 6 18 57 
Average number of 

precautions taken 2.2 2.0 Ye 1.8 1.5 0.7 
Number of cases 87 139 100 66 49 56 
*See reference (6), p. 1532. 
educational (and probably social search on the subject (6), consent was 
class) differences in the face of an _ positively associated with educational 


epidemic. The level of precautions 
reported (as routine during polio 
season) by high school graduates in 
Virginia in April 1954 was high even 
in the absence of threat. That re- 


level of the parent. The chief reason 
for withholding consent had been 
doubt about the safety of the vaccine. 

There was no apparent relationship 
between the reported degree of worry 
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about polio and whether or not one 
or more of one’s children had been 
inoculated. The number of one-child 
families or families where all children 
had been inoculated was too small, 
however, to draw any final conclusions 
on this point. 


KNOWLEDGE ABOUT POLIO 


Despite the attention to polio in 
the press and the widespread discus- 
sion of the live virus issue relative to 
the polio vaccine program, only a 
fourth of the mothers interviewed 
were able to specify that polio is 
caused by a virus. More than a third 
referred to the agent as a “germ” or 
a “bacteria” while the remaining two- 
fifths reported they didn’t know what 
caused polio. Many of those who used 
the term virus had no idea what the 
term meant. Comments such as the 
following were not uncommon: 
“Everything seems to be called virus 
when the doctors don’t know what it 
is.” 

Beliefs about transmission of polio 
suggested a higher level of sophistica- 
tion. Nearly half the respondents 
mentioned contagion through per- 
sonal contact with a case of polio, 
when asked how a person catches 
polio. Almost certainly this markedly 
understates the proportion who be- 
lieved contagion to be a mode of 
transmission, since the idea of con- 
tagion was implicit in statements 
made by many who stressed other 
dimensions of transmission. Lowered 
resistance was mentioned by 36%, 
followed by a series of items which 
seem to be regarded as vectors of in- 
fection—dirt, garbage (12%), flies, 
insects (8%), dirty water, swimming 
(6% ), food or drink (3%). Educa- 
tional differences in beliefs abour 
polio transmission were not great. The 
only significant difference was that 
52% of the high school graduates as 
against 38% of those with less edu- 
cation mentioned personal contagion. 
Only a small portion of the popula- 
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tion had an accurate idea of the per- 
centage of polio victims who are left 
crippled or who die. Nearly three- 
fourths ventured an estimate of the 
percentage of victims permanently 
crippled, but the estimates ranged 
from less than 5‘% to well over half. 
Three-fifths ventured an estimate of 
the proportion who die, ranging from 
under 5% (given by 24% of the 
respondents) to over 35% (given by 
4% of the respondents). High school 
graduates tended to estimate a lower 
death rate among polio cases than did 
respondents with less education: 51% 
of the high school graduates reported 
estimates less than 15%, while only 
25% of the less well educated mothers 
gave this estimate. Estimates of the 
polio death rate were associated also 
with reported worry about polio, hold- 
ing constant education: those who 
said they were mot very worried were 
twice as likely to estimate that less 
than 5% of the polio cases die. 


THE DELAY IN SCHOOL OPENING 


With 84% saying they had kept 
their children out of crowds during 
the summer, it would seem reasonable 
to expect that many mothers would 
regard sending their children back to 
school as increasing the threat of po- 
lio. School authorities were quoted to 
the effect that a flood of telephone 
calls expressing such parental fears 
had influenced them to delay the 
school opening. 

Was the delay in school opening 
supported by most mothers? Table 3 
indicates great variation between Chel- 
sea and the other communities in the 
data bearing on this question. De- 
spite the higher proportion of Chel- 
sea mothers who said they had been 
very much worried, nearly two-thirds 
favored opening the schools on time 
as against only about one-third of 
the Weymouth and Needham moth- 
ers. Chelsea mothers were much more 
likely to observe that the children 
were exposed out of school as much 
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TABLE 3. 


OPINIONS AND REASONS FOR HOLDING OPINION, EXPRESSED BY MOTHERS 
IN THREE MASSACHUSETTS COMMUNITIES RELATIVE TO OPENING PUBLIC 
SCHOOLS ON SCHEDULE 











(Percentages ) 
Opinions on School Opening 
and Reasons Chelsea Weymouth Needham 
Should have opened on schedule 65 36 34 
Polio season over (6) (2) (2) 
Children exposed out as well as in (48) (29) (27) 
Other (including no reason reported) (11) (5) (5) 
Should not have opened on schedule 28 60 47 
Polio still threat (13) (10) (15) 
Danger of contagion in school (13) (46) (28) 
Other or no reason reported (2) (4) (4) 
One or two weeks postponement not worth while 4 3 16 
Uncertain, unable to answer 3 I 3 





as they were in school. Weymouth 
and to a lesser extent Needham moth- 
ers were more likely to stress the 
dangers of contagion in school. Many 
pointed out that the health author- 
ities had recommended not mixing 
children who did not normally play 
together. They felt this would be 
just the situation if the schools 
opened on time, and that the polio 
danger was still great. Sixteen per 
cent of the Needham mothers felt 
that the schools might as well have 
opened on time, because they believed 
a short delay of little value. These 
mothers noted that the polio incidence 
was still unusually high when the 
schools did open. 


The difference between views of 
Chelsea mothers and those of moth- 
ers from the other two communities 
would seem largely to reflect the 
lesser threat of polio, both objectively 
and as perceived by parents. In addi- 
tion, it is likely that school was seen 
as a relatively more desirable environ- 
ment for Chelsea children than for 
children from the economically more 
favored communities. Lower status 
parents in Chelsea and Weymouth 
were slightly more likely than upper 
status parents to favor opening the 
schools on schedule. In each com- 
munity, mothers who said they had 
been very much worried about polio 


were slightly Jess likely to have fa- 
vored the opening of schools on sched- 
ule. The combined effects of objective 
threat, subjective reaction to the 
threat, and social status upon attitudes 
toward the opening of school cannot, 
unfortunately, be adequately ascer- 
tained with the small samples of 
cases available in each community. 


Only 3% of the mothers said they 
didn’t know whether or not the 
schools should have opened on time. 
Thus, nearly all parents had some opin- 
ion on the school issue. Furthermore, 
out of the 97% who did have an 
opinion, only 5% could not give a 
reason in support of the stand they 
took, again indicating the opinion was 
pretty well crystallized. 


The fact that mothers had definite 
opinions on whether or not the 
schools should have opened on time 
does not, of course, mean that they 
felt they were the best judges to make 
the decision. Indeed, when asked 
“who . . . should decide whether the 
schools should open or not,” 85% of 
the mothers thought the health de- 
partment should do so. Another 6% 
thought the school committee should 
decide, while 7% thought that par- 
ents, acting through the PTA, should 
decide. There were only minor differ- 
ences of opinion as to who should de- 
cide the opening of school between 
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mothers who had favored and those 
who had opposed the normally sched- 
uled opening. 


KNOWLEDGE OF HEALTH 
DEPARTMENT'S POSITION 


Before asking any direct questions 
about the respondent’s knowledge of 
the local health department's position, 
we asked whether there had been “any 
groups or persons who took a strong 
stand for keeping the schools closed 
or for getting them opened on time.” 
Most mothers answered negatively or 
said they did not know of any such 
persons or groups, but nearly a third 
answered affirmatively. Almost all of 
the latter referred to parents who had 
wanted to keep the schools closed. 
Only one respondent thought of thz 
health department in answering this 
question. 


In answer to a direct question, over 
60% of the mother said they knew 
what their local health officials’ posi- 
tion had been relative to the opening 
of school. Among those who said 
they knew the position of local health 
officials in Chelsea and Weymouth, 
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health authorities had taken the same 
position. Perceptions of the local 
health department’s position tended to 
be most influenced by the respondent's 
own preference among the less well 
educated respondents, especially in 
Chelsea. Only in Needham was there 
agreement among those who said they 
knew what position the local health 
authorities had taken: four-fifths said 
they had recommended opening the 
schools on schedule. Yet, even in 
Needham, 45% of the mothers said 
they did not know what the local 
health department’s position had been 
relative to the opening of school. 
Fewer mothers (just 50%) said that 
they knew the position of the State 
Health Department relative to the 
opening of schools, but more than 
two-thirds of this group correctly 
stated that State Health officials had 
seen no need for keeping the schools 
closed. 


An examination of local newspapers 
revealed marked differences in the 
amount and tone of content on the 
decision regarding the opening of the 
schools. The Chelsea paper referred 


TABLE 4. 


MOTHERS’ REPORTS OF STAND OF LOCAL HEALTH AUTHORITIES 
ON OPENING OF PUBLIC SCHOOLS, 
BY RESPONDENTS OWN POSITION ON ISSUE 











Mothers’ Report of Stand 
of Local Health Authorities 


PERCENTAGES AMONG MOTHERS WHO 
Favored Opening School 


Favored School Postpon’nt 





on School Issue 














Cheisea Wey-  Need- Chel- Wey- Needham 
_mouth . ham ___sea_ mouth 
Total (100) = (100) (100) (100) (100) (100) 
Open on schedule 39 39 48 22 30 40 
Postpone opening 18 26 5 30 49 16 
Didn’t know stand of 
local health authorities 43 35 47 48 21 44 
Number of Cases 67 38 42 27 61 55 
however, the respondent’s report to petitions from mothers, requesting 


tended to reflect his own position. 
(Table 4.) That is, of those who had 
favored opening the schools on sched- 
ule, two-thirds said that the local 
health officials had recommended 


opening the schools. Of those -who 
had opposed the opening of the 
schools, 


three-fifths said the local 


that schools be kept closed, four days 
before the meeting at which a decision 
was arrived at. A very full account 
of that meeting suggested that one 
could indeed interpret the position of 
health officials according to one’s own 
position. Thus, one local physician's 
presentation was described as follows: 
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‘The doctor pointed out that there 
were two sides to the question, the 
physical and emotional. As a member of 
the medical profession, he went along 
with other health officials at local and 
state levels that the schools should be 
opened on schedule. 

As a father and grandfather he could 
see the emotional side also and he sug- 
gested postponement of one week. (5) 


This suggestion was unanimously 
adopted by the conferring health and 
educational officials. The Needham 
weeklies, on the other hand, con- 
sistently indicated that health ofhcials 
saw no reason to alter school opening 
plans. When the postponement did 
occur, the reason was succinctly pre- 
sented: 


While state and local health author- 
ities concurred in the belief that opening 
schools on schedule would not materially 
increase the spread of polio epidemic, 
many parents disagreed violently and 
made their protests known forcefully. 
As a result, the school committee re- 
considered its decision to go ahead and 
postponed school opening to next week. 
coe ae 


Thus the available evidence suggests 
that the greater ambiguity attaching 
to the views of public officials in 
Chelsea, as reported in the press, re- 
sulted in the projection by respon- 
dents of their own views when asked 
what position these officials had taken. 
Less ambiguity attached to the posi- 
tion of Needham health officials and 
that of the State Health Department. 
Here one found relatively little ten- 
dency for the respondents to project 
their own views. Our data do not, 
however, give any indication of why 
sO many parents said they did not 
know the position of health officials 
even though they felt that the decision 
as to the opening of school rested 
with such officials. One may question 
whether the issue was a salient one 
for many of these parents. 


W/HAT ACTIONS DiID PARENTS TAKE? 


it appears that most parents had 
opinions, but few attempted to get 
additional information (beyond the 


mass media or casual conversations 
with friends) on whether or not it 
was safe to open the schools on sched- 
ule and fewer attempted directly to 
influence the decision. Roughly a fifth 
of the mothers said that they or their 
husbands had sought information 
from a doctor, school personnel or 
public health authorities, most of 
these consulting the family physician. 
Only 4% had made phone calls, had 
written letters, or had taken other 
direct action to request that the 
schools be closed. Two persons in 
328 attempted to influence the de- 
cision in the opposite direction. 


There is no way of predicting def- 
initely how many parents would ac- 
tually have kept their children home 
from school if openings had not been 
postponed, but the mothers were 
asked what they would have done in 
this instance. Even among those op- 
posed to the opening of school, 
nearly two-thirds said they would 
have sent their children back. The 
proportions overall who said they 
would have kept their children home 
ranged from 4% in Chelsea to 16% 
in Needham and 18% in Weymouth. 
For these parents one may assume that 
the issue was a salient one. 


DISCUSSION 


The data which have been pre- 
sented bear on two aspects of response 
to the threat of a polio epidemic in 
three separate communities within an 
urban area: communications about the 
disease threat and appropriate actions 
toward it, as carried in the local 
press, and individual perceptions, at- 
titudes and actions relative to that 
threat on the part of the mothers of 
young children. It seems clear that 
the different communications imping- 
ing on mothers in the three communi- 
ties were reflected in different percep- 
tions and tendencies to action, although 
our data on press accounts were not 
complete enough to quantify the re- 
lationship. The general recognition of 
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the disease threat was reasonably ac- 
curate in all three communities—as 
evidenced by reports of level of di- 
sease prevalence relative to other years 
and other communities. A high pro- 
portion of respondents reported that 
they were taking those precautions 
recommended by health officials — 
avoidance of crowds, attention to rest, 
cleanliness, etc. On the other hand, 
few mothers had an accurate knowl- 
edge about polio and its effects. Very 
few were well informed as to the rec- 
ommendations of health officials on 
the opening of school, despite willing- 
ness to acknowledge that the decision 
should rest with such officials. 


The fact of high polio incidence 
was unambiguous. The need to take 
precautions to protect one’s children 
seems to have been clear to most 
mothers. Technical knowledge about 
polio, its etiology and effects, on the 
other hand, would have little bearing 
on the actions to be taken at the fam- 
ily level; the lack of such knowledge 
seems reasonable. Further, it appears 
now that, while most parents had def- 
inite Opinions as to whether or not 
schools should open on time, the issue 
was not necessarily salient for more 
than a small minority. The epidemic 
had passed its peak. Parents had con- 
tended with six to eight weeks of high 
polio threat, and most had undoubt- 
edly been forced to compromise be- 
tween rigid adherence to precautionary 
measures and the demands of the chil- 
dren (or their own wishes) for nor- 
mal activities. 


The relatively small proportion of 
parents who did regard the opening 
of school as a real threat were able 
to make their opinions felt to such a 
degree that official policies were modi- 
fied. Four per cent of the parents in 
a community of moderate size can 
collectively make many phone calls 
and write many letters. In point of 
fact, however, the 4% in our sample 
who took some definite action to in- 
fluence the decision represented at 
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most 15% who would have kept their 
children home from school. 


We have described a situation 
where the cost of a rather cautious 
policy, enforced against the recom- 
mendation of health officials, was no 
greater than the elimination of a week 
or two of the school year. One may 
speculate as to the implications of 
our findings for other situations when 
the costs of inappropriate action 
might be higher. In dealing with a 
potential disaster, may the anxieties 
of a small segment of the population 
lead to overruling the decisions of 
competent authorities? Perhaps not, 
for there is evidence that the local 
officials who dealt with the decision 
to close the schools were aware that 
the costs were slight; the action taken 
seemed expedient in that strong coun- 
ter pressures did not exist. At the 
same time, there is a potential danger 
that actions of the type taken may 
serve as a precedent for devaluing the 
importance of health officials. How 
much do people in general know 
about and believe in their health of- 
ficials? 


The effectiveness of any society’s 
efforts to cope with disease or threats 
to health clearly depends not only on 
the availability of scientific knowledge 
underlying techniques of treatment 
and of disease control, but also upon 
the readiness of the population to 
utilize such knowledge. It may be 
argued that a modicum of anxiety 
about threats to health serves to mo- 
bilize efforts to deal with such threats, 
though purely rational considerations 
might be sufficient to dictate action 
when a scientific base for prediction 
and control is available. It can hardly 
be argued that anxiety which leads to 
actions not effectively related to a 
decrease in the threat are functional 
from a public health point of view. 
Such actions may serve other useful 
functions (e.g. ritual acknowledge- 
ment of threat) whose consideration 
is beyond the scope of the present 
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paper. The further exploration of 
such issues as have been raised here 
would seem to be a fruitful area for 
sociological research. 
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THE SOCIO-ECONOMIC EFFECTS OF HEART DISEASE* 
LEO G. REEDER 
The RAND Corporation 


In 1954 the Minnesota Heart As- 
sociation undertook a study to deter- 
mine the attitudes and practices of 
employers toward cardiac workers. (3) 
Following this study, the Heart As- 
sociation sponsored an exploratory 
project to determine the impact of 
heart disease on the occupational and 
economic standing of the patient and 
his family. This paper is a report of 
the second of these studies. 


METHODS USED IN THE STUDY 

The design of the study called for 
the purposive selection of between 40 
and 60 heart disease victims, all male 
adults between the ages of 30 and 60 
and living in Minneapolis. The rea- 
sons for limiting the study to heart 
patients in this group were: (a) heart 
disease is the leading cause of death 
among males after the age of 30; (b) 
it is predominantly a male disease; 
and (c) although the disease is rather 
common among males in the seventh 





* Paper read at the annual meeting of 
the Society for the Study of Social Prob- 
lems, Washington, D. C., August 30, 1955. 
The research was done while the writer 
was on the staff of the University of Min- 
nesota and prior to his affiliation with the 
RAND Corporation. 


decade of life, it was not advisable to 
include men in that age category for 
purposes of this study because with- 
drawal from the labor force usually 
occurs at that time. 


Two hospitals were asked to co- 
operate in furnishing a list of male 
patients who had been hospitalized 
for cardiac treatment during the pe- 
riod from July 1, 1953, to June 30, 
1954. Upon securing the names of 
the patients, their physicians were 
contacted and permission was fe- 
quested to interview the patients. 
With few exceptions, the physicians 
were very cooperative. The patients 
were then contacted and arrangements 
were made for interviews. Most of 
the interviews took place in the home 
of the respondent, but some were held 
in the respondent's place of business. 
The data were gathered by use of the 
directed type of interview. A total of 
47 cases are included in the study. 

The respondents were initially cat- 
egorized into the usual occupational 
status groups, but because of the 
small number of cases, these groups 
were combined into nonmanual and 
manual occupations, comprising 53 
and 47 per cent of the sample, 
respectively. It should be noted 
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that the occupational distribution 
of the sample deviated from the 
occupational distribution of the gen- 
eral population of Minneapolis. Two 
groups were over-represented, the 
white-collar and the skilled manual; 
one was under-represented, the com- 
bined category of semi-skilled and un- 
skilled. Judging from medical esti- 
mates of the incidence in the general 
population of the various types of 
heart disease — such as aoritic and 
mitral valve, coronary, and hyperten- 
sive — the interview group was 
slightly over-represented in the coro- 
nary heart disease category. 


Results were computed as simple 
percentage distributions. The size of 
the sample and the fact that the re- 
spondents did not represent a random 
selection of heart patients residing in 
the city of Minneapolis made the use 
of more refined statistical treatment 
impractical. Some of the data that did 
not lend themselves to statistical anal- 
ysis are also included in the results. 


FINDINGS 


One of the important considera- 
tions in determining the occupational 
and economic impact of heart disease 
is the awareness of the employer about 
his employees’ health status and his 
subsequent reaction. Among those 
that were not self-employed, 79 per 
cent reported that their employer 
knew of their heart condition. It is 
significant that all of the individuals 
responding negatively to this item 
were either in white-collar or manual 
occupations. Among the upper occu- 
pational levels, the respondents usually 
indicated that their positions with the 
firm were sufficiently secure so that 
they had no fear of losing their jobs 
as a result of their heart condition. 
On the other hand, the respondents 
in the lower-ranking occupations in- 
dicated that, although their employers 
knew about their illness, it was not 
because they had willingly volunteered 
the information. A number of them 
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stated that their employer was made 
aware of the nature of their illness 
through company hospitalization and 
disability plans; many said that they 
would have preferred not to have in- 
formed their employers. In several 
cases, the employers’ knowledge of 
their heart condition was a negligible 
factor in further employment since 
the employee's personal physician had 
advised a change of occupation. 


Most of the respondents were kept 
at their same jobs even when the em- 
ployer was made aware that they had 
heart disease. Of the 37 respondents 
replying affirmatively to the question, 
“Is your employer aware that you have 
heart disease?,” two were dismissed 
from further employment, four were 
given more suitable jobs in the same 
company, and the remainder were 
kept at their same jobs. None of the 
cardiacs in the upper occupational 
strata changed jobs. 

Considering the experience of the 
total group, including those whose 
employers did or did not know of 
their condition, the data showed that 
43 per cent of the respondents had 
to change jobs or occupations as a re- 
sult of heart disease. A larger propor- 
tion of cardiacs in the manual group 
were compelled to change jobs or oc- 
cupations than in the nonmanual 
group (50 as against 36 per cent). 
Most of the nonmanual respondents 
who were compelled to change jobs 
were white-collar workers. An individ- 
ual’s position in the business hier- 
archy appeared to be a major deter- 
minant of the impact of heart disease 
upon a person’s job or occupation. 


Unemployment as a source of crisis 
for the family has been studied by 
Angell (1), Koos (2), and others. 
The problem of unemployment as a 
result of heart disease turned out to 
be a serious problem for at least one 
segment of the cardiac group and 
tended to compound an already crit- 
ical situation for these families. The 
data indicated that cardiacs in the 
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lower occupational stratum were un- 
employed for a longer period of time 
than were cardiacs in the upper occu- 
pational stratum. The median length 
of disability for manual respondents 
was seven months; for nonmanual re- 
spondents, three months. It is evident 
that those least able to afford a long 
disabling illness in economic terms 
were the ones most affected by the 
disease. 


The differential impact of heart dis- 
ease in terms of unemployment or 
disability appears to be largely ex- 
plainable again in terms of occupa- 
tional status. For those individuals in 
the upper echelons of management, 
various kinds of adjustments were 
made by the employer. For example, 
work schedules were altered, execu- 
tives were permitted to return to work 
on a part-time basis, and, in at least 
one case, management allowed one of 
its members to take naps during the 
day. These actions contrast sharply 
with the experience of individuals in 
the lower occupational stratum, for 
whom adjustments were relatively in- 
frequent and a return to work could 
be made on only a full-time basis. The 
following cases are illustrative of this 
and related points. The first two are 
of men in the lower occupational 
group and the third is of a man in a 
higher occupation. 

F. B., age 56; occupation before 
heart disease, diesel mechanic. F. B. had 

a heart attack at the age of 54 and was 

unable to return to work for several 

months. He had been employed at a 

trucking firm for eight years, but two 

months prior to his attack he had 
changed jobs. When he sought to re- 
turn to his job as a mechanic, he was 
refused employment by his employer 
because of his heart condition. He tried 
several other employers but was un- 
successful; usually in the course of the 
employment interview, the reason for 
his leaving his former job would arise 
and the employer refused to hire him. 

He finally obtained a position as me- 

chanic with an automobile agency and 

had worked there for two months when 
he was confronted with the fact that 
the employer had found out about his 


heart condition; the employer refused 
to retain him. Several months elapsed 
without his being able to secure em- 
ployment of any kind, although he tre- 
quented the United States Employment 
Service office several times a week. His 
only income during this period was un- 
employment compensation and the rather 
small earnings of his wife. A week be- 
fore this man was interviewed, he had 
secured a job as a parking lot attendant 
at a theatre, working a few hours each 
evening. Not only did this man suffer 
economically, but his marital affairs 
took a turn for the worse when his 
wife’s attitude changed as a result of 
his unemployment. She believed that 
her husband was not seriously limited 
by his heart condition and that he was 
malingering. 


A. Y., age 48; occupation before 
heart disease, automobile mechanic. A. 
Y. had had his first heart attack 60 
days prior to the interview and had only 
recently returned from the hospital. He 
had no source of income during the 
stay in the hospital; his wife had re- 
cently taken a job in order to meet 
household expenses and medical bills. 
At the time of the interview, A. Y. 
stated that his wife may be forced to 
give up her job in order to nurse 
him. When queried about his job, A. Y. 
felt that the employer would hesitate 
to return him to his old job; further- 
more, since the firm was being sold to 
an outstate trucking business, he was 
even less certain of having a job than 
otherwise. 


F. C., age 51; occupation before 
heart disease, executive in utilities com- 
pany. F. C. had had a heart attack 
about eight months prior to the inter- 
view. He was employed full-time at 
the same job he had before his attack. 
The duties of his job had been somewhat 
modified to relieve him of some re- 
sponsibilities. His employer had-assured 
him, early in his illness, that he could 
return to his position and that adjust- 
ments would be made in his work rou- 
tine. He was kept on a full salary while 
tetally and later partially disabled. He 
returned to work on a part-time basis 
less than two months after his heart 
attack. His hours of employment were 
adjusted to avoid his traveling in rush- 
hour crowds. Other types of adjust- 
ments were also made by the employer. 


The data indicated that at least 
some of the lower-ranking occupa- 
tional groups were covered by dis- 
ability insurance, carried by employer 
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or union, that acted as a cushion for 
the economic impact of the disease. 
Nevertheless, a majority of the cardi- 
acs in the lower occupational stratum 
were compelled to draw upon their 
savings and some went into debt as a 
result of their extended illness. On 
the other hand, the cardiacs in the 
higher-ranking occupations were able 
to come through the period of disable- 
ment in much better economic fash- 
ion, even though some of these men 
were not covered by insurance. Many 
men in the higher occupations were 
kept on full salaries by their em- 
ployers, or, in the case of business 
proprietors, they were able to let oth- 
ers operate the business without suf- 
fering a major loss of personal in- 
come. 

For those individuals who had to 
change their job or occupation as a 
consequence of the illness, the effect 
on earning ability and style of life 
was in a general downward direction. 
All but one of the respondents indi- 
cated that a change of jobs or occupa- 
tions resulted in a decrease in earn- 
ings, with the lower occupational 
stratum showing a higher proportion 
of such responses. When questioned 
about changes in their style of living, 
the interviewees usually referred to 
such things as a change in living 
quarters to a lower rental unit, the 
employment of the wife outside of 
the home, withdrawal of children 
from college, and sale of the family 
car. Those cardiacs unable to work 
at all as a result of their illness ex- 
perienced the greatest degree of 
change in level of living. These men 
indicated that, because they were liv- 
ing on a subsistence budget, they were 
forced to reduce expenditures drastic- 
ally even for the basic necessities of 
food, clothing, and shelter. 

One of the important problems in 
rehabilitation of the person with a 
chronic illness is that of finding a new 
job or occupation for the individuai 
when such a change is necessary. A 
body of literature has been developed 
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on how individuals make an occu- 
pational choice when they are in the 
early stages of their occupational ca- 
reers. There is also a considerable 
amount of data on the rehabilitation 
of the handicapped person. But there 
is relatively little information avail- 
able on the process of returning the 
person with a chronic illness to suit- 
able employment when it has become 
necessary for him to change his job 
or occupation. The problem becomes 
more difficult as the age of the person 
increases, because of age limits for 
hiring; since heart disease is partic- 
ularly prevalent among men in the 
40-65 age bracket, the problem of 
finding a new job for a cardiac in this 
group is not a simple one. 

The respondents were asked what 
resources or methods were used in se- 
curing a new job if that were neces- 
sary as a result of heart disease. Only 
two individuals indicated that they 
made any use of existing agencies or 
services for re-employment or voca- 
tional rehabilitation in the community. 
Most of the cardiacs (as well as their 
physicians) were not aware of the 
services available in the community 
for aiding them in employment. 


CONCLUSIONS 


On the basis of the data presented 
in this study, it is evident that there 
is a differential impact of heart dis- 
ease on the occupational and eco- 
nomic standing of the person, accord- 
ing to his occupational status. The 
differential impact is apparently due 
more to the nature of employment 
than to the nature of work performed. 
Those individuals employed on a 
salary and occupying a relatively high 
occupational status were affected the 
least, occupationally and economically. 
In those cases where the cardiac in a 
lower-ranking occupation had been a 
long-time employee, or his skills had 
become important to the enterprise, 
the employer usually made adjust- 
ments in order to keep the cardiac 
worker on the staff. 
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One of the distinctive features of 
heart disease as a chronic illness is 
its disabling impact upon the individ- 
ual. The cardiac may be totally dis- 
abled for one to two months; he may 
not be able to return to work on a 
full-time basis for a much longer pe- 
riod of time. In some cases, the car- 
diac is advised to change his job or 
occupation by his physician. More of- 
ten, it appears that industry is very 
reluctant to re-employ a cardiac in a 
manual occupation. This point was 
frequently mentioned by the respon- 
dents in this study and was a major 
finding of the study of employer's at- 
titudes towards hiring cardiacs men- 
tioned above. (3) The result is that 
cardiacs of lower-ranking occupational 
status tend to have the greatest prob- 
lems: long-term disability, reduction 
or loss of income, the necessity of 
changing job or occupation. 


This report has been primarily des- 
criptive, based upon an exploratory 
study of the effect of heart disease 
upon the occupational and economic 
standing of the person. It is more 
suggestive of hypotheses for further 
research and testing than it is analyt- 
ical. It is hoped that more research 
will provide us with greater under- 
standing of the social effects of illness. 
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PSYCHONEUROSIS AND ECONOMIC LIFE* 


STANLEY A. LEAVY, M.D., AND LAWRENCE Z. FREEDMAN, MD. 
School of Medicine, Yale University 


crease his understanding of their ill- 
ness. Emotional illness is all-pervasive 
in the lives of those who suffer it. 
Economic activity of one kind or 
another is universal. Everyone in the 


When the psychiatrist ventures into 
studying the economic and social lives 
of his patients, it is in order to in- 

* This paper is abstracted from a longer 
monograph, with review of the literature, 
prepared at the request of the National 
Council of Churches as a part of a multi- 
disciplinary study of ethics and economics. 
It was also supported by the Foundations 
Fund for Research in Psychiatry. The com- 
prehensive report includes a discussion of 
other relevant studies as well as the theo- 
retical contributions to which we are in- 
debted. The cases and conclusions cited 
here, however, are derived from the pres- 
ent clinical investigation. 

The study, of which this report is a 
partial synopsis, was based on a systematic 
examination of five hundred case records 
of patients, half of whom had been seen 
in a psychiatric dispensary and the other 


society, whether or not he is directly 
engaged in getting a living, has been 
subjected to economic influence. As 
a child he experiences the economic 
life of his family, including some- 
times deprivation and neglect. Adults 
engage in the economic activities of 
acquisition and consumption, in the 
effort to maintain a secure economic 
status and in competition with others. 

The psychiatrist is prompted to 
inquire how economic activities and 
emotional condition may have inter- 
acted or be interacting in anyone who 
comes to him for help. The question 
may be looked at from two aspects: 





half in a private psychiatric hospital. In 
addition, records were examined of patients 
from the private practice of both authors. 
The dispensary and private patients dem- 
onstrated psychoneurotic illnesses compa- 
rable with respect to diagnoses and severity, 
but were of different economic back- 
grounds. 





how do the activities and changes of 
economic life affect the development 
of emotional illness or health, and 
how does emotional illness or health 
affect the economic life? It is through 
the focusing lens of illness that all 
the psychiatrist's observations on these 
questions must be made. Illness is 
what brings his patients to him and 
illness is what he is trained to treat. 
Through the study of illness he may 
be able to make observations which 
are applicable outside the range of 
the pathological. 


Most of the adverse circumstances 
of childhood take place within the 
little society of the family. The world 
outside is known primarily through 
the medium of the family. It is es- 
pecially of importance to us that 
through the family are also trans- 
mitted the social values that are inte- 
grated into the life of the individual 
child as part of one of the elementary 
systems of his personality — the 
system of sanctions and restrictions 
known as the superego. Economic 
attitudes are among the values taken 
in by the developing child, and these 
attitudes as well as the adaptive capa- 
cities in general are subjected to such 
influences as, for example, the im- 
pact of the experience of poverty or 
of economic change in either an up- 
ward or downward direction. 


We may ask whether experiences 
of adult life related to getting a living 
have a determinative effect in the ap- 
pearance of neurotic symptoms. We 
may also ask whether neurotic people 
show their neurotic symptoms in 
specific ways in their economic life. 
These primary questions lie behind 
the study from which this paper is 
derived. They are pursued in greater 
detail with regard to various sub- 
divisions of what we have defined 
as economic life, and particularly into 
the problems of competition and-pres- 
tige, of insecurity, and of work—all 
in relation to their causal significance 
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in neurosis and to their functions as 
theatres for the enacting of neurotic 
behavior. 


ECONOMIC INSECURITY 


With respect to economic insecur- 
ity, the question was asked to what 
extent our patients’ early experience 
of poverty and the hazards of em- 
ployment and fluctuations of income 
which they later experienced may 
have affected their emotional lives. 


We found it difficult, if not impossi- 
ble, to separate the factors making 
for economic insecurity from those 
that produced other unhappy tensions 
of family life. We may cite as an 
example of the influence of long- 
continued poverty and insecurity the 
case of a young man, D., who had 
withdrawn from association with his 
friends into a life of almost total 
isolation because of his shame and 
guilt at not having a job during a 
period of full employment. The neu- 
rotic cause of his inability to work 
lay in the intense anxiety which he 
experienced in looking for work, 
when fears of being rejected and 
humiliated were paramount. In the 
background was a lifetime of eco- 
nomic insecurity. The most serious 
episode occurred during the economic 
depression when D. was in his early 
adolescence and his father was bank- 
rupt. His father had been the least 
successful member of his own family 
and for this was derided by the boy’s 
mother. Deeply attached as the boy 
was to his mother, he was unable to 
find any community of interest or 
understanding with his unsuccessful, 
disappointed father. Although there 
was no frank deprivation of the ne- 
cessities of life, D. did not get many 
of.the things which his friends had. 
Characteristically, he responded to this 
deprivation with the reactive attitude 
that they were probably not worth 
having anyhow, and in addition that 
he, at least, was not worthy of having 
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them. We cannot find within the 
economic situation alone the deter- 
minants of the withdrawal from eco- 
nomic life that characterized this boy's 
neurosis. Conversely, we cannot ab- 
stract the deeper dynamic determi- 
nants of this illness from the econom- 
ic insecurity in which he grew up. 


In the cases of other persons, the 
recurring economic insecurity of the 
environment provoked the deeper in- 
security in their personal lives. An- 
other one of our patients was a 
thirty-eight-year-old woman, L., whose 
depressive ideas centered around the 
fear that she and her husband would 
be unable to maintain the situation 
of relative security which they had 
reached. She likewise felt that her 
children did not have the material 
advantages which her neighbors’ chil- 
dren had, but particularly she feared 
that her husband would not be able 
to keep his present satisfactory job. 
It is interesting to correlate these 
symptoms with L.’s actual economic 
experience. Her father, of whom she 
had been very fond, deserted the 
family in her early adolescence and 
the financial situation which had pre- 
viously been secure became precarious. 
She had to leave school early because 
of financial difficulties and when quite 
young was obliged to work in a store 
at might. She was married during the 
economic depression and for a while 
she and ker husband were in serious 
financial straits. They had to live with 
her mother, with whom her relation- 
ship had been most unsatisfactory 
since her father’s death. Economic 
requirements made them move away 
tO a strange city, where they began 
to be more successful and in a few 
years reached financial independence. 
At the time of the onset of her illness, 
this had become imperiled once more 
by her husband’s physical ill health. 
L. remembered that all during her 
life she had the fear of repeating the 
experiences of insecurity of her early 
childhood. The actual experience was 


one of virtual repetition of the early 
disaster. 


Depressive patients very often ex- 
press their fears in economic terms 
as one sector of the symptoms of their 
illness. Such patients complain, for 
example, that business has been bad, 
that prices are too high, that they have 
spent too much on the medical case, 
and so on. They may express strong 
feclings of guilt that they have not 
provided better for their families, and 
may also suffer extreme indecision 
regarding spending money, since any 
purchase requires a restriction of their 
power to purchase something else. 
Such ideas may at times assume de- 
lusional proportion. In these persons, 
the deeper fear and guilt indeed sur- 
round losses, but not necessarily the 
loss of money and economic security. 
It is a loss, or threatened loss, of an 
object of love. A widow, G., who for 
many years had centered all of her 
interest in the progress and education 
of her daughter, became depressed 
with fear of destitution when her 
daughter's engagement was announced. 
The daughter, who had not been con- 
tributing to her mother’s support 
hitherto, was going to marry a wealthy 
and otherwise acceptable young man. 
There had been financial reverses in 
the mother’s life years before, but 
both her social position and her ability 
to provide for herself and the girl 
had been in reality fairly secure. At 
this time, particularly, her daughter's 
future seemed assured. This kind of 
illness is more frequently seen in 
middle life or later when fears of 
destitution may be backed in reality 
by the limitation of earning capacity 
that has taken place. But we do not 
see such depression with the empha- 
sis on economic loss when the rela- 
tionships are undisturbed. Moreover, 
patients of depressive character have 
all their lives unconsciously required 
reassurance agaist the possibility of loss 
which for them represents total de- 
struction. Economic insecurity is one 
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among several dangers to survival 
which could threaten them, and the 
expression of the depressive symp- 
toms in economic terms is a culturally 
influenced “omnibus” for many fears. 
The loss of a husband, mother, or 
lover may be followed by fears of 
economic disaster. It is the equiva- 
lence of economic security with emo- 
tional security that is at the core of 
this problem. 


It is of particular interest to us 
that fear and guilt may be displaced 
from emotional to economic concerns. 
This is in part, of course, due to the 
symbolizations of early life which 
attach various emotional qualities to 
money and economic security. Money 
and what it supplies may become 
tokens of love. The reliability of 
parents as sources of comfort may 
be in part limited by their inability 
to offer economic security. On the 
other hand, it is the society that makes 
such symbols out of economic values 
by the weight it attaches to them. 
Money, security, and economic pres- 
tige may be of such value in our 
society that loss or the threat of loss 
can best be expressed in such terms; 
or, looking at the matter differently, 
there may be real danger of economic 
loss so universally felt that this dis- 
placement is easily affected. 


Another approach to the question 
of insecurity is found in the study 
of the effects of unemployment. Our 
clinical material did not provide us 
with direct references to the effects 
of unemployment, since all the cases 
studied were seen during a period of 
full employment. Some of our pa- 
tients, it is true, did suffer during a 
period of unemployment during the 
economic depression and _ reported 
something of what the experience 
had meant to them. Whatever in- 
security these patients suffered on 
an emotional basis was augmented 
by the indelible impression left upon 
them in that period. 
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RELATIONSHIPS TO WORK 

We noted that it is not only the 
threat to subsistence which prevailed, 
but also the threat to self-esteem. 
Turning to our clinical material, we 
must consult a quite different type 
of economic insecurity than that due 
to unemployment, namely, that of 
economic challenge itself. One of 
our patients, H., was a young man 
who had hitherto been employed in 
a small business in which he had 
occupied a responsible position and 
had not demonstrated any neurotic 
symptoms. He was seemingly the 
most stable member of his family. 
Within a few days after his opening 
up a small business venture, in which 
family funds were invested, H. broke 
down with symptoms of severe anx- 
iety and depression, withdrew from 
the new enterprise, and only gradually 
recovered. It is something not uncom- 
mon in psychiatric practice to find 
that the achievement of an independ- 
ent occupation or of promotion in 
status is followed by the precipita- 
tion of anxiety. There are many 
causes of anxiety at such times A 
realistic appraisal of the situation may 
itself reveal that the new task is 
beyond a man’s capacity. The risk 
may itself be also more than he is 
prepared to undertake. The responsi- 
bility for others’ welfare can be too 
much. On the other hand, another 
kind of determinant may also exist 
in patients whose doubts of their 
adequacy are brought to the surface 
and underscored once they have at- 
tained a position which is uncon- 
sciously recognized to be in competi- 
tion with the parents. 

We then wanted to learn how the 
work in which our patients were en- 
gaged was related to the neuroses 
which they suffered. The questions 
we asked ourselves were: “Did their 
work contribute to their neuroses? 
Did their neuroses affect their work?” 

We must start with the observation 
that in our society a person must 
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work. By this is meant something in 
addition to the realistic obligation to 
earn a living, important as that is. 
The need to support one’s self and 
one’s dependents, and the urge to 
provide for the satisfaction of needs 
and taste beyond the level of sub- 
sistence, are not the only powerful 
pressures that move men to work. A 
person who does not work is con- 
sidered to be either sick or bad. This 
is a socially developed criterion, a 
derivative of a philosophy of life 
which has long characterized America. 


The psychiatrist, in accord with 
the conventions of his culture, which 
sanction work and condemn idleness, 
assumes as a rule that the person who 
does not work is ill and that the 
ability to work once more is evi- 
dence of the recovery of mental 
health. Patients themselves usually 
recognize this fact and stress as com- 
plaints, in many cases, their inability 
to carry on their work. The contrary 
patients’ excessive preoccupation with 
work in which their involvement is 
compulsive. The psychiatric under- 
standing of work as an indication of 
health is simply that failure to con- 
form in this respect with the social 
convention is the product of emotional 
disturbance or the outgrowth of char- 
acter disorder. This is a fundamental 
and universal convention, at least 
within the limited society which we 
ate discussing. 


As we have assumed, the concern 
ot the healthy person to work is due 
in part to his realistic appraisal of 
his situation—that his living condi- 
tions ultimately depend upon work, 
within the expectations of this society 
—but it is due also to the social 
disapproval of inactivity and to the 
less tangible need for work as itself 
a satisfaction of emotional needs, 
Where the feeling of obligation to 
matic behavior is seen rather in the 
‘work is not present, psychiatrists ex- 
pect to find also other evidences of 
situation also exists, in which sympto- 


illness or character defect. In our 
cases, such a failure to conform was 
found only in persons who showed 
severe defects in the whole sphere 
of responsibility. A young man who 
expressed almost all values in terms 
of money did not accept the obliga- 
tion to undertake any form of em- 
ployment; insofar as he did look for 
work, it was under external compul- 
sion. His various attempts at school- 
ing were defeated, despite his ade- 
quate intelligence, by his inability to 
take seriously any of the scholastic 
requirements. Persons of this type 
of character come into constant con- 
flict with their environment because 
the obligations of the society have 
never become fully internalized. 


Far more frequent is the complaint 
among our patients that their self- 
respect is impaired when their symp- 
toms prevent them from working. 
Not working in a community where 
nearly everyone works is itself suffi- 
cient to arouse feelings of guilt and 
depression. It stirs up old anxieties, 
that may have been long latent, con- 
cerning one’s ability to achieve and 
maintain independence. The patient 
who is not working is confronted by 
the threat of protests from the relatives 
who are contributing to his support, 
whether or not these protests are 
ever actually expressed. He adds to 
his existing feelings of inadequacy 
the picture of himself, drawn from 
reality, as one unable to meet a funda- 
mental demand of the society. To 
be sure, this complaint, while real 
enough, is balanced by an uncon- 
scious gain in the form of pleasures 
realized by being allowed to maijn- 
tain a dependent existence. In such 
instances, however, the obligation to 
work is not denied; it is the urgency 
of the symptoms that prevent par- 
ticipation in the work which is em- 
phasized. 


In view of the very common com- 
plaint of uncongenial work, we found 
surprisingly few examples, in our series 





of patients, of evident connection be- 
tween the work itself and the develop- 
ment of neurosis. The form of the 
work might be disturbing because of 
its actual danger, unhygienic surround- 
ings, offensive administrative meas- 
ures, or disagreeable associates. 

These problems are briefly alluded 
to in the histories we studied. The 
unfriendly dictatorial boss was a threat 
to the security of some of our patients, 
who saw in this situation a repetition 
of childhood struggles with authority. 
Perhaps because we did not see many 
factory workers, there were no spe- 
cific complaints of dissatisfaction with 
the fragmentary nature of the tasks 
they perfomed. It is likely that work- 
suoisjndwo> pure suoissasqo popnsur 
ers today are not aware at first hand 
of the loss of satisfaction that was 
once present in the making of a 
finished product. On the other hand, 
a group of our patients who had 
to continue the management of family 
businesses expressed detestation for 
this work. This appeared to be a 
matter of personal preference rather 
than of actually unfavorable surround- 
ings. 

Of the three general economic 
problems, insecurity, competition, and 
work, which we studied in jnvestigat- 
ing our patients, the type of work was 
the least apparent source of neurotic 
disturbance. It is tempting, however, 
to speculate about this. If work was 
not pointed to in a positive way, it 
may also be that in a large group of 
persons, apart from those fortunate 
enough to be able to express their 
needs by means of their work, the 
occupation provided insufficient grati- 
fication and was hence negatively a 
cause. 

The second question is asked, “Did 
their neuroses affect their work?” 
Here our findings indicate that the 
occupation provides a significant field 
for the operation of neurotic be- 
havior. The enactment of neurotic 


feelings may, indeed, account for some 
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of the problems of business. On the 
other hand, when neurotic feelings 
are controlled, work appears to be 
very important as a partially subli- 
mated or elevated expression of emo- 
tional needs. This was true even in 
the cases of some patients who pro- 
fessed no particular interest in their 
jobs. 


For example, G. worked as a drafts- 
man in a plant for nearly twenty years. 
He was too insecure ever to assert 
himself to his superiors and he be- 
lieved that his present wage was the 
maximum he could attain. His per- 
sonal interests, aside from his absorb- 
ing work, were expressed entirely out- 
side the plant. His neurosis, however, 
that drove him to extremes in scrupu- 
lous adherence to rule and routines. 
Outside the job, he was always in 
danger of anxiety because the hours 
of leisure could not be governed auto- 
matically enough and the threat of 
ungratifiable wishes was constant. He 
particularly hated Sundays. At work 
he was contented most of the time 
because his needs for submission to 
an inflexible authority and for system- 
atic routine were amply gratified. He 
welcomed overtime employment and 
obviously enjoyed the inventory 
periods that required his presence 
at the plant over weekends. In addi- 
tion, this man enjoyed his work be- 
cause part of it enabled him to exer- 
cise domination over other employees. 
Within this framework, the situation 
was provided for a really timid, re- 
tiring man to indulge in the acting 
out of a fantasy of grandiose char- 
acter. 

Persons whose work is excessively 
demanding and who seem to accept 
the situation whole-heartedly are 
often suffering from serious neurotic 
symptoms, but their drive to work 
accords so satisfactorily with the ac- 
cepted conventions of society that the 
illness may not be evident. A plant 
manager who developed symptoms of 
frankly aggressive impulses—direct- 
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ed consciously against members of his 
family, whom he feared he might in- 
jure—lived all his waking life with 
the ideal of high ambition and “get- 
ting to the top.” He had a large staff 
of subordinates whom he treated as 
a potentially mutinous crew, but he 
also did not spare himself. He rarely 
relaxed from the pressure and put 
in a lot of overtime. He account- 
ed for this by his desire to get for 
his family the advantages he had had 
himself. It was when he learned 
definitely of an approaching advance- 
ment that he suffered severely from 
his obsession by destructive impulses. 
Previously his intense agressiveness 
had barely been kept in check. 


It is of interest that, in these pa- 
tients, neurotic activity on the whole 
was put to constructive ends, al- 
though the degree of damage to others 
in their personal relationships can 
only be guessed. Of course, ambition 
and energy at work are not generally 
symptomatic. At least often, if not 
as a rule, the urge to produce is ex- 
perienced as part of a series of pleas- 
urable impulses and is sufficiently in- 
tegrated with the total personality to 
make work relationships harmonious. 


Apart from these examples of the 
expression of emotional needs through 
compulsive work, we saw in our pa- 
tients other kinds of fulfilment and, 
of course, other unconscious pres- 
sures. There is evidence of the im- 
portance of work as a gratification of 
aims other than self-support or the 
maintenance of security and status. 
Our cultural prejudices place favor 
on such attitudes as “living for one’s 
work,” but certain neurotic patients 
give us further insight into the mean- 
ing of this attitude. In those persons 
whose lives are centered in work, its 
sublimatory function has at this time 
failed, but we are able from their 
histories to reconstruct what the func- 
tion has hitherto been. Here, as is 
seen elsewhere in clinical medicine, 
the pathological state, through its 
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exaggeration of some functions at 
the expense of others, throws light 
on the healthy processes. 

Some types of work more than 
others afford this gratification. It is 
a “consuming interest” and these per- 
sons are “in love with” their work. 
It might be said that all good work 
has this virtue, since in health the 
product of one’s efforts is potentially 
a source of pride and satisfaction 
such as is obtainable in personal re- 
lationships. What is loved in it also 
may be a ‘representation of one’s self. 
On the other hand, in the work of 
certain school teachers and nurses 
both the work and the persons who 
are served may be equally important 
objects of love. 

Two of our patients were very suc- 
cessful women professionally, who en- 
acted in their work the drives which 
in other spheres of their lives ended 
in unmanageable conflicts that pre- 
cipitated a neurosis. One, a school 
teacher, succeeded in directing her 
strongly aggressive trends produc- 
tively in her own schooling and later 
on as a teacher. Socially, she was un- 
successful and unhappy. The second 
woman, an aftist, was a very extrava- 
gant and flamboyant person, who 
showed these characteristics in her 
work and also in the financial deal- 
ings related to her work. It would 
be impossible to separate these char- 
acteristics from the work itself and 
from her success in it, but they were 
connected also with her periods of 
extreme financial insecurity and the 
neurotic relationships with others in 
which she was involved. 

Not all of the patients could ex- 
press their needs so_ satisfactorily, 
however, in their work. In other 
cases, we saw the influence of the 
neurosis rather in the steady deterio- 
ration of the work as their anxiety in- 
creased. This, indeed, is the more 
common situation. Satisfaction also 
progressively diminished, and what 
had been, in some cases, a refuge from 
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intolerable personal conflicts failed to 
provide further help. 


COMPETITION AND PRESTIGE 


We have already referred to the 
significance of economic competition 
as one of the possible factors in- 
volved in the genesis and precipita- 
tion of neurosis. This topic has par- 
ticular interest because of its inti- 
mate association with other elements 
in the development of neurosis. The 
attainment of individual ascendency 
through competition is not limited 
to the economic sphere; tradition- 
ally, this is a major value in other 
activities such as war, sport, artistic 
production, and religion. Economic 
achievement, however, at least in our 
culture, holds an important position 
as a demonstration of individual su- 
periority. 

We have also emphasized the im- 
portance to the healthy individual 
of conformity to the ideal of partici- 
pation in useful work, and we have 
described a mechanism whereby social 
values are acquired. The expected 
“social role” of the person in the 
culture includes certain proprieties, 
among which is success, which may 
have a fundamentally economic color- 
ing. Achieving, attaining, obtaining, 
and displaying may be demonstrations 
of personal superiority, all of which 
imply competition with other persons 
engaged in the same pursuit. The 
possession of wealth and economic 
status is regarded as valuable in itself 
for the personal enjoyment provided, 
that is, comforts and luxuries and 
guarantees of security. Maintaining 
the economic proprieties is an act of 
allegiance to social values, conscious 
or unconscious, the outcroppings of 
which are rationally covered by refer- 
ences to material needs, taste, and 
preferences, as well as security. 


One of our patients was a‘ sales- 
man, T., in a highly competitive busi- 
ness who had obsessing fears of be- 
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ing unable to produce a large enough 
volume of sales. These fears spread 
to all-pervasive doubts of his ability 
to function and support his family, 
with ensuing profound depression. 
An immediate stress precipitating this 
illness occurred when a fellow sales- 
man whom he had previously assist- 
ed now had a superior position and, 
having passed by him, had forgotten 
his indebtedness. There were addi- 
tional complications. T. had re- 
mained in this business largely 
because it was one owned by a rela- 
tive. He felt in some ways more se- 
cure here because there was no danger 
of losing his job, and he was protect- 
ed to a certain extent from compe- 
tition. However, he was intensely 
envious of the owner's success and 
was often aware of frank wishes to 
defeat and destroy him. This was not 
unprovoked, since the owner of the 
business made and did not fulfil prom- 
ises of advancement. 


But deeper study of this patient's 
conflict revealed interesting connec- 
tions. The basic repeated theme in 
his feelings was his shame at being 
“not a man.” Doubts of his virility 
were present throughout his adult life, 
and he reacted to these doubts with 
promiscuity as well as with his in- 
tense need to succeed in his work. 
In business, as in the instinct life, he 
had a constant need to overcome this 
feeling, but he could never succeed 
in developing adequate conviction of 
his masculinity. His doubts of his 
virility in turn were traceable to his 
early failure of identification with his 
father or other suitable masculine 
figures. Even in childhood, he showed 
reactions, ancipatory of his later be- 
havior, in the development of minor 
delinquent activities. 

“At this time, economic insecurity 
may have played a part in establish- 
ing‘an unhealthy family setting. His 
family’s poverty contributed toward 
separating him from his father, who 
had this reason to be. absorbed in 
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His father, who had founded it, had 
died when the patient was a boy, 
and his mother had never allowed 
him to consider seriously any other 
occupation than that of maintaining 
the firm. He conformed to her will 
in the matter, but within himself 
there was a persistent struggle be- 
tween his efforts at rebelling and his 
inability to disagree openly with his 
mother. He had never been able to 
feel that this was his own responsi- 
bility. Because he had inherited it 
and he looked upon his own success 
as merely a continuation of his father’s, 
he felt frustrated by the persistent 
power of his father’s influence. His 
close although ambivalent relationship 
with his mother, together with the 
material advantages gained by con- 
tinuing the inherited business, actually 
removed him from the field of com- 
peting on equal terms with others. 
At the same time, his dislike of the 
work and his diminished self-esteem 
were closely connected with the fact 
that he was engaged in hopeless com- 
petition with his dead father. Im- 
plicit here was his requirement, de- 
rived from values of the society, that 
he achieve success independently. He 
injured his self-esteem by maintain- 
ing this business, in which he felt 
he was denied any really independent 
expression, but he refrained from 
selling it because of the economic 
security it provided and the bond 
with his mother which it involved. 


Our patients’ histories prevent us 
from attributing their problems of 
competition solely to the overevalu- 
ation of success and prestige which 
our society makes. These social values 
are incorporated at an early age, since 
the assumptions on which the parents’ 
lives are organized and which there- 
fore modify what they say to and 
do with the child include acceptance 
of the values of competition. Our 
evidence is that such indoctrination 
falls on prepared soil. Competitive- 
ness exists by the very nature of 


business, leaving the boy with his 
mother, toward whom he was deeply 
attached and overdependent. This 
childhood relationship with his 
mother, with all of its dangers to his 
development of independence, was 
further reflected in his attitude to- 
ward women generally. His promis- 
cuous behavior was determined not 
only by his attempts to deny his 
doubts about his masculinity, but also 
by his need to keep sexual gratifica- 
tion apart from his relation with any 
woman with whom he could have the 
emotional satisfaction he had earlier 
experienced with his mother. 

The interweaving of instinctive 
conflict with the opportunity for its 
practice in economic life is well illus- 
trated by this case. More specifically, 
it connects strivings toward the repre- 
sentation of masculine behavior with 
economic competition. This is not 
the only instinctive problem which 
may find its issue in competition. A 
series of our patients presented neu- 
rotic symptoms in which the econom- 
ic problem involved was their par- 
ticipation in an inherited business. 
There was in these no obvious pre- 
cipitation of the illness through eco- 
nomic insecurity or through unusual 
striving for the attainment of wealth 
and prestige. The competitiveness 
which could be recognized as of neu- 
rotic significance in these patients 
arose from their earliest familial re- 
lationship, which the business con- 
tinued to represent long after the 
maturity of the patient had been 
reached. 

J., a man of forty, was depressed 
and preoccupied with bodily symp- 
toms for which no organic cause 
could be found. He attributed his 
illness in part to his dissatisfaction 
with his business, which was very 
successful, but which he insisted did 
not interest him, and which he had 
made a number of attempts to dis- 
pose of, always desisting because the 
firm meant so much to his mother. 
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the organization of the family. The 
demand of the child for exclusive 
possession of one or both parents and 
the actual or potential rivalry be- 
tween siblings are the primary sources 
of competitiveness in the life of the 
individual. Some societies, such as 
our own, may be more adjusted than 
others to invoke the competitiveness 
that is ultimately grounded in the 
family. The clinical importance of 
this can be recognized when we re- 
call that in many patients competitive- 
ness aS a neurotic symptom has only 
incidental economic appearance and 
is more readily detectable in, for ex- 
ample, the sexual life. 


Thus far, our cases have illustrated 
for the most part the drive toward 
economic success as a value in itself. 
Others of our patients in whom eco- 
nomic strivings were intimately re- 
lated with the neurotic behavior were 
overconcerned with economic matters 
because of their great need for social 
prestige. Although there are excep- 
tions to the rule, namely, in tradi- 
tionally upper-class families and in 
some intellectual circles, it is generally 
true that social status in America is 
closely geared to economic position. 
Therefore, where there are intense 
needs to improve social status there 
will be, in many persons, a corre- 
sponding need for money. A related 
condition is that in which the main- 
tenance of social prestige is imperil- 
ed by economic insecurity. 


A young woman, E., who had been 
brought up by a family that tried to 
live up to certain aristocratic social 
ideals, was faced from early childhood 
by the marked discrepancy that exist- 
ed between her economic capacity 
and the social position she had learned 
to expect. E.’s family was severely 
affected by the economic depression, 
but apparently even before that her 
father’s financial irresponsibility kept 
them in financial straits. Her mother 
particularly suffered from the depri- 
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vation of social position that resulted. 
On the other hand, there was also the 
loss of luxuries and comforts that had 
been so highly valued by them, al- 
though it does not appear that they 
were ever in want. 


In her marriage, E.’s husband’s lack 
of conspicuous success as an earner 
was doubly disturbing to her because 
she had tastes for expensive things 
she could not afford and also needed 
to regain the lost social position of 
her childhood. It is interesting that 
in the course of her treatment E., in 
addition to gaining a degree of in- 
sight into the conflicts, also showed 
a favorable response when her hus- 
band’s earning improved so that she 
could to some extent gratify her eco- 
nomic needs. 


We saw a rather similar situation 
in another patient, S., whose upper- 
class mother had married far below 
her class. S. seemed all her life to 
be attempting to overcome this dis- 
grace. She abandoned a lover for a man 
of more “respectable” position, whom 
she married and by whom she expect- 
ed at last to be given economic self- 
sufficiency and restoration to the 
social class to which she felt she be- 
longed. It was a very disturbing ex- 
perience for her when she was dis- 
appointed in both. This woman had 
a ceaseless preoccupation with money, 
which for her seemed to have the 
principal meaning of insuring social 
respectability. Without it she had to 
see herself in the image of her dis- 
reputable father on whom her mother 
had “thrown herself away.” 


The connection between money and 
social desirability may be recognized 
quite early in life. Some of our pa- 
tients remembered humiliating exper- 
iences in childhood when they were 
made aware that their lack of wealth 
somehow made them less esteemed 
people than wealthier neighbors. The 
patient R., who was mentioned at ar 
earlier point because of his unusual 
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lack of a sense of responsibility to 
work, was also aware in childhood of 
this distinction. At the age of six, 
he contrasted his family with the 
neighbors and felt that his family 
did not live in a good enough house. 
His striving for upper-class living 
seemed to have begun then and re- 
mained a primary motivation through- 
out his life; spending large amounts 
of money was his major satisfaction. 
Actually, R.’s family was rather well- 
to-do, and the usual response of his 
parents throughout his life was to 
give him money and other material 
objects. This man, whom we have 
seen to be psychopathically irresponsi- 
ble, could apparently recognize a re- 
lationship only in terms of the money 
involved in it. Obviously, this was 
not the only cause of his irresponsibil- 
ity, but we are able to see through 
this, understanding that behind the 
fanatical interest in money lay an 
attempt to establish some lasting re- 
lationship with other human beings. 
His social snobbery in turn was predi- 
cated upon his contempt for his par- 
ents. 


All three (E., S., R.) demonstrated 
quite different processes in which the 
neurotic meaning of money was in- 
volved. They could not do without 
money, much more money than they 
could readily get, and this not for 
the purpose of gratifying material 
needs or obtaining pleasure. In the 
two women, and to a lesser extent 
in the man also, the obtaining of 
money had as a principal aim the 
overcoming of situations of insuff- 
cient social prestige. This problem 
may also be looked at from the point 
of view of security. Not only fall- 
ing in social position may be a threat 
to emotional security, but also fail- 
ing to rise, in the case of persons 
whose morale requires of them that 
they advance socially. Such an aim 
in life is, of course, offered by our 
society to all who enter it at birth, 
but only in some does it become a 


neurotically determined need. Our 
evidence would be to the effect that 
this need develops in persons whose 
early character formation encourages 
striving, envy, and other mechanisms 
of “getting” and “winning” and “keep- 
ing” that have their origin in che 
rivalries of childhood. The fitting of 
these mechanisms into the framework 
of social striving is probably the re- 
sult of certain identifications made in 
later childhood, when the object of 
interest and envy is a person with 
real or fancied social prestige. Be- 
cause of the connection that exists 
between economic position and social 
prestige, money becomes in these 
persons an intermediate object. 


Psychoanalytic studies, however, add 
to these observations the recognition 
of deeper needs which are involved 
in the getting of money. Since, as 
far as possible, we have kept in this 
paper to the type of evidence which 
our own patients have presented, 
we shall not discuss this at length. 
It suffices to say that from a wide 
range of studies there has come abund- 
ant evidence that money has other 
meanings. Depressed persons, as has 
been suggested at an earlier point, 
may see in money the symbol of their 
direct means of sustenance; loss of 
money is loss of food. In other in- 
stances, persons have been studied 
who need primarily to keep money 
or its equivalent in the form of valu- 
able objects; in these persons the un- 
conscious drive is one of retention, 
and had its origin in the primitive 
instinctive response of the child to 
retain his feces—as material of fan- 
tasied value, because of the signifi- 
cance of the stool during the process 
of training of the child. Further con- 
nections of this anal attitude toward 
money with other anal attitudes are 
to be found. Wishes to soil and wish- 
es to hurt likewise proceed from this 
period of the child’s development; 
correlated as they are with aggressive 





aims, it is possible to see how the 
striving to get and keep money may 
realize many unconscious goals at the 
same time. Not only is there both 
real and imagined security in money; 
having money and getting it by com- 
petitive effort are also gratifying to 
primitive needs of a destructive kind. 
Conversely, insofar as our society 
encourages competitive effort (as in- 
dustrial societies tend to do), it auto- 
matically places a high value, in terms 
of both actual rewards and of esteem, 
on the working out of destructive 
impulses in economic life. 


CONCLUSIONS 


We have ranged widely in this 
study, examining topics connected 
with one another only by virtue of 
their common reference to the inter- 
relations ips of economics and neu- 
rosis. We have been prompted to do 
so in following the leads given us 
by the study of a large number of 
case records; the application to the 
records of a broad criterion of what 
constituted the economic life of the 
patients encouraged this approach. 
The patients whom we studied had 
many different kinds of economic ex- 
periences and their responses to them 
were also greatly varied. We had 
information about them differing in 
psychological depth, so that the inter- 
pretations which could be made, perti- 
nent to our subject, were not strictly 
parallel. 


A first generalization which work 
of this kind permits is that economic 
life can be shown to have great signi- 
ficance as a determinant of neurosis, 
provided that an adequate investiga- 
tion of the economic situation is 


made. In other words, what persons 
do to earn a living, what kind of ex- 
periences they have had as a result 
of their parents’ problems of earn- 
ing, what kind of economic mores of 
the community have been imposed 
on them—such things constitute de- 
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finable elements in the development 
of neurosis. 


We made the more or less arbitrary 
division of our subject into inquiries 
concerning security, work, and com- 
petition. The major economic issues 
in the lives of the patients could be 
subsumed under these headings and 
the pertinent literature could also be 
surveyed in this way. 


The level of interpretation as an 
index to the significance of economic 
determinants was found to be very 
important in all the topics under con- 
sideration. That is, the role of eco- 
nomic issues in the lives of the pa- 
tients may be seen in different per- 
spectives, depending on how much is 
known about other areas of life. On 
the subject of security, for example, 
some of the literature covering the 
statistical examination of large popu- 
lations supports the conclusion that 
poverty and economic insecurity gen- 
erate O* precipitate neuroses. Here 
the single determinant jis isolated 
from, among other things, the char- 
acter trends of the individual per- 
son which foster, or defend him 
against, neurotic experiences. A su- 
perficial personal history may simi- 
larly isolate the economic from the 
characterologic problems of the in- 
dividual. Conversely, the pursuit of 
psychological depth often obscures 
evidence of the relative importance 
of social and economic agencies. 


Under more favorable conditions 
for study, however, the finer type of 
scrutiny which is permitted by a de- 
tailed case history oriented by psycho- 
analytical psychology sharpens our 
view of the interweaving of economic 
factors with conflicts within the indi- 
vidual. Exclusiveness of economic in- 
security as instrumental in producing 
neurotic behavior is not observed; on 
the other hand, what are presumably 
personal conflicts unrelated to eco- 
nomic insecurity are seen sometimes 
to have themselves originated in child- 
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hood situations where poverty and 
deprivation played a part. 


Our observations confirm the view 
of other writers that at least two fac- 
tors are involved in the generating of 
neurotic behavior by economic in- 
security: not only is the threat to 
subsistence of serious consequence, 
but so also is the threat to self-esteem. 
Greater and lesser degrees of neurotic 
behavior resulted when insecurity and 
poverty defeated the individuals’ at- 
tempt to live up to the expectations 
they made upon themselves. Further- 
more, the psychological correspond- 
ence existing between economic in- 
security and loss of love was illus- 
trated in our cases. 


Work as a stress situation could 
also be looked at from more than one 
point of view. References to the occu- 
pation as a source of emotional dis- 
turbance were not frequent in these 
cases. When they did occur, the 
specific meaning of the stress could 
be found in the transfer of more 
deeply determined personal conflicts 
into the work situation. This, of course, 
does not diminish the importance of 
work as a stress, since this part of 
life accounts for such a large amount 
of the time of any person’s activity 
in association with others. On the 
other hand, for some of the patients 
whom we studied, the employment 
provided a demonstrable release for 
energies which were themselves di- 


rected by neurotic conflict. Some of 
the psychological mechanisms where- 
by this release may have occurred 
were discussed, and the literature was 
approached for theoretical explana- 
tions. Evidence was further at hand 
to show how the cultural evaluation 
of work may provide a screen of ac- 
ceptability for compulsive overactivity 
—the neurotic nature of which was 
evident only after the person became 
ill. 

We were impressed by the impor- 
tance of competition as a force in the 
histories of some neurotic persons. 
Economic competition operated as a 
pathogenic agency in several ways. 
The struggle for achievement liber- 
ated in some patients feelings of hos- 
tility which were poorly withstood. In 
other cases, the culturally prescribed 
standards of success and prestige 
presented goals impossible of achieve- 
ment, which augmented already exist- 
ing conflicts. In yet others, economic 
life offered a new arena for the en- 
actment of competitive struggles 
which had been going on in one 
guise or another since early child- 
hood. In all these it may be said that 
the obligation to compete, like eco- 
nomic insecurity, had a double func- 
tion: it was a direct threat, since 
failure might again endanger sub- 
sistence, and it was also more subtly 
involved as a social force, invoking 
the individual’s allegiance in the pur- 
suit of a value not open to criticism. 
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Few physical disabilities are as cap- 
able of disturbing patterns of human 
interaction as is blindness. Evoking in 
others deep and complex emotions, it 
tends to create impregnable barriers 
separating those who are blind from 
the larger society of the sighted. Judg- 
ments based on individual uniqueness, 
which are often present in the social 
milieu of the sighted, give way to 
overriding stereotypes and effectively 
block flexible interpersonal processes. 
Lack of contact with the blind makes 
understanding especially difficult, since 
it precludes that knowledge of expe- 
rience so vital to informed social re- 
lationships. 

But the blind, like other marginal 
persons, do engage in certain inter- 
personal relations which are unmarred 
by the introduction of stereotypical 
responses. Such associations, however, 
are rare in their experience, for if he 
is to relate casually to a blind ac- 
quaintance, the sighted individual 
must undertake the difficult task of 
relearning where aspects of the 
stereotype have become ingrained. He 
must rework his fund of social know]l- 
edge concerning blindness and lay 
aside such notions as are commonly 
linked to the image of the blind 
beggar. These might include a certain 
spiritual quality, an assumed sixth 
sense, or other compensatory attri- 
butes such as a mystical talent for 
music. Moreover, he may be involved 
in the attempt to control primitive 
psychological forces as well as tenden- 
cies toward over-identification and 
projection. He must have a capacity 
and a desire to understand not only 
the blind individual's range of limita- 
tion, but also his much broader range 
of capability. Learning, of course, 
must take place on both sides of the 
relationship, for the blind individual 


as well as his companion must adjust 
to a unique interpersonal flow. 

It should be stressed that the blind 
person under consideration here is one 
who is oriented to full participation in 
the main currents of the larger society, 
who strives to fashion his attitudes 
and behavior in a manner roughly 
sim‘lar to that of the non-injured. Re- 
jecting the passivity and tragic de- 
pendence commonly associated with 
his role, he energetically pursues a 
more active path. For just as there 
are many levels of role activity which 
can be associated with the status of 
Negro, so, too, there is a variety of role 
definitions available to the blind per- 
son. These efforts will meet with 
limited success, however, for while 
many of the losses involved in blind- 
ness may be overcome or mitigated, 
others are intrinsic to the disability 
and resist change. These inherent dis- 
advantages will, of course, color the 
interpersonal process and stamp it as 
unique. 

Lack of visual contact and the in- 
ability to respond to gestures or sim- 
ilar conversational cues are but two 
of the many limitations shared by the 
blind and their sighted companions. 
Since the blind can do little to fill in 
these areas of intrinsic loss, a heavy 
burden rests on the companion, who 
must sensitize himself to these fixed 
disadvantages and make appropriate 

chavioral adjustments. He must rec- 
ognize that the blind have neither the 
ready access to scraps of information 
gleaned from current literature nor 
the awareness of the physical environ- 
ment which forms the basis of much 
informal conversation. If the com- 
panion succeeds in contributing suffi- 
ciently to the areas of intrinsic loss, 
and if the blind individual compen- 
sates his companion by maximizing 
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his own contributions in those areas 
where blindness does not offer such 
stringent limitations, an ongoing re- 
lationship having essential equality 
can be elaborated. 


One of the unique contributions of 
the blind, for instance, may be the 
somewhat unusual perspective from 
which they view their society. Mar- 
ginal by definition, a blind individual 
can offer his companion a variety of 
new insights concerning interpersonal 
processes. This contribution may be 
accepted in a symmetrical relationship, 
with the sighted person filling in those 
areas which are essentially dependent 
upon sight as well as insight. Such a 
form of social exchange is, of course, 
not unique to relationships in which 
one member is culturally defined as 
handicapped: every individual has his 
particular range of social talents and 
limitations and will thus make diverse 
contributions to any interactive re- 
lationship. But, while it is not sing- 
ular, the play and counterplay involv- 
ing a blind individual is distinctly 
different from the normal medel in 
terms of the kinds and number of 
areas subject to limitation. 


The kind of relationship studied 
here is not that which might resu!c 
if the blind person accepts and plays 
out the stereotypical role, and his 
companion holds a system of stereo- 
typed expectations which would 
roughly gear in with the behavior of 
his blind acquaintance. Rather, the 
relationship is of a more complex 
character in which the interactive 
process itself serves to construct new 
definitions of the situation. Beliefs 
anchored in the stereotype are cast 
aside, and attitudes are refashioned in 
a manner appropriate to the emerging 
relationship. More traditional modes 
of action may have to be drasticaliy 
reworked, and alterations will take 
place in normative patterns customar- 
ily shared in the larger society, as 
well as in the meaning and use of 


symbols such as gestures or other 
social signals common to the culture. 
Unstructured situations will be a per- 
manent feature of the relationship, 
and they must be met and dealt with 
if some level of integration and sta- 
bility is to be achieved. 


Initially, the situation of action will 
be defined in large part by the blind 
individual. The necessity to alter 
stereotypical concepts, coupled with 
the sheer lack of knowledge concern- 
ing blindness, implies that the role of 
social innovator will fall primarily to 
the disabled member of the relation- 
ship. The blind individual must make 
rather complex definitions of his situa- 
tion of action, interpreting the be- 
havior of significant others as it im- 
pinges upon his own. In assuming 
this role, the blind person must in 
some sense reverse the “downward” 
flow of action ‘that is customarily his 
lot when engaging others in the so- 
ciety. While there are many barriers 
to be overcome in the building of an 
integrated relationship, it is critical 
to eventual stability that the com- 
panion be able to accept the blind in- 
dividual as teacher, along with the 
status implications of that role. Thus, 
a high degree of flexibility and recep- 
tivity is necessary on the companion’s 
part. 


Once some degree of integration 
has been achieved, and a relationship 
which is subcultural in character has 
evolved, the companion finds himself 
playing out an extremely complex so- 
cial role, a role which is often laden 
with conflict. He will soon become 
aware of the hard stares and frowns 
directed toward him as he attempts to 
relate casually to his blind friend. 
Playful roughhousing, heated argu- 
ments, and light sarcasm all lack the 
funereal quality thought appropriate 
to relationships with the blind. When 
these and other evidences of reciproc- 
ity appear, they may be subtly but 
firmly condemned. Others will exert 
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the pressures of the stereotype against 
the companion in a collective attempt 
to modify his behavior. These un- 
initiated persons utilize the same fun- 
damental mechanisms of control 
which operate in any group situation 
when one of its members has assumed 
a deviant position. The group pres- 
sures are, in effect, collective enforce- 
ment of stereotypical behavior, tend- 
ing to pull the companion back into 
the larger orbit of society. 


In illustration, we may locate the 
blind individual and his companion 
among a group of uninitiated others, 
and assume that their response to the 
situation will be colored by the stereo- 
type of the blind, which is focused 
upon a broad range of limitations 
which, it is believed, tend to cripple 
the blind individual in most areas of 
routine functioning. Further, they 
may feel that when a blind person 
is companioned, the companion will 
initiate most of the action for him. 
For instance, the companion who rec- 
ognizes that the blind person is fully 
capable of finding his own coat in 
a crowded hallway may let him pro- 
ceed. The companion is then placed 
under the onus of “heartlessness” by 
the uninitiated group. Succumbing to 
pressure, the companion finally assists 
the blind individual, who thereupon 
turns on him for being overhelpful 
and stressing the assumed limitation. 
Thus, the companion is punished by 
both parties. 


The example above illustrates how 
an area of competence may be denied 
to the blind person or overridden 
through the enforcement of stero- 
typical behavior by the larger collec- 
tivity. In another situation, entering 
a restaurant for a meal, the companion 
is abruptly reminded of his friend’s 
disability by the behavior of waitresses 
and customers. Again, if the blind- 
sighted pair join a group of sighted 
individuals, the conversation may shift 
into neutral areas, or, conversely, it 
may be concerned only with blind- 
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ness. In either case, the actions will 
tend to emphasize the uniqueness of 
the blind and their distance from the 
group. More subtly, there has been a 
shift in orientation; the blind per- 
son's difference has been pointed up, 
and the companion’s frame of ret- 
erence undergoes a spontaneous 
change. It becomes increasingly diffi- 
cult to maintain that subcultural def- 
inition of the situation which has been 
worked out in prolonged interchange 
between the companion and the blind 
individual. The novel definition is a 
precarious one which has been nur- 
tured in more isolated, and in a sense 
more sheltered, contexts. The com- 
panion’s reference group in these pub- 
lic situations tends to become the 
larger society rather than the blind- 
sighted dyad, and he begins to re- 
shape his attitudes, evaluations, and 
behavior back toward the approved 
stereotypical norm. Moreover, these 
group points of reference influence 
the companion’s self-evaluation, so 
that he may be forced to question his 
own “difference” as demonstrated by 
his unusual intimacy with the blind. 


(2) 


The reciprocal relationship, it must 
be stressed, arises from a blend of in- 
tellectual exchange and less explicit 
emotional cues. Because this unusual 
relationship is held in a finely bal- 
anced and subtle equilibrium, the 
brunt of gross social reality may send 
the stereotype crashing through to up- 
set it. The companion must thus em- 
body a paradoxical combination of 
qualities. He must be passively re- 
ceptive enough to learn the singular 
modes of reciprocal interaction, yet 
aggressive enough to hold fast to this 
definition and resist the group pres- 
sures toward a relapse into sterotypical 
conformity. 


Collective enforcement of stereo- 
typical behavior is seen again in the 
ambiguous position of the companion 
when accompanying the blind individ- 
ual. Others are confused because they 
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do not know whether to react to the 
latter directly or through the media- 
tion of the companion. A waitress, for 
instance, may solve the problems of 
interaction by simply turning to the 
companion and saying, “What does 
he want?” At some later stage, when 
the blind individual and his compan- 
ion have become familiar figures in 
the restaurant, the same waitress may 
channel all her conversation and ac- 
tivities toward the blind person. As 
a result, one or the other is often ig- 
nored. Few persons know how to en- 
compass both in the same universe of 
social action, since they have “special” 
behavior for the blind which is in- 
compatible with the presence of a 
third party. Communication may be 
directed wholly to the companion, di- 
rected primarily to the blind individ- 
ual, or channelled through the com- 
panion as mediator. While most tri- 
adic communication is undoubtedly 
asymmetrical, the presence of blind- 
ness lends added increments of strain. 
Any of the alternative distortions of 
communication tend to exert negative 
influence on the reciprocal orientation 
of the companion. On the other hand, 
there is the possibility here, as in all 
the situations described, that the com- 
panion will be inspired by the gauche 
behavior of the uninitiated to re- 
double his own tenacity. He may hold 
strenuously to his definition of reci- 
procity, even flaunting it in a way 
which alienates the third person. 


Uninformed others constantly re- 
mind the companion of his blind 
friend’s disability and block his re- 
ciprocal inclinations. This implies 
that the companion is inevitably faced 
with a choice, in which he has to 
decide whether to defy the collectiv- 
ity, paying the price of reciprocity, or 
else adhere to the group’s stereotype 
of the blind. This dual allegiance, 
however, need not always flare into 
overt conflict. For the intensity of 
choice may diminish over time as the 
groups involved grow more fully ac- 


quainted with the definition of the 
situation as it is exemplified by the 
companion and the blind individual. 
The anguish involved in choice can 
also be diminished if the blind per- 
son renounces areas of capability and 
adopts a dependent attitude. While 
his assumed commitment to dominant 
values makes this unlikely, under some 
conditions he may co so grudgingly. 
For in certain circumstances, the com- 
pelling force of the socially assigned 
role is such that it overwhelms the 
blind individual as well as his com- 
panion and forces the behavior of 
both back toward approved stercotyp- 
ical norms. The driver of a bus, for 
instance, may say to the companion, 
“That's OK, buddy, he don’t have 
to pay,” and with passengers pressing 
in from all sides it is no time to 
attempt a change in the driver's fund 
of social knowledge. 


Moreover, the companion has at 
his disposal various alternatives which, 
at worst, would not evoke sanctions 
from either the blind individual or 
the surrounding group. (3) Refer- 
ring back to the coat situation to illus- 
trate this point, the companion might 
quickly pick out the blind individual's 
coat, roughly shoving it into his hands 
with a laughing, “Damn it all, why 
don’t you hurry the hell up!” This 
maneuver offends neither side and 
constitutes a middle course. Still other 
possibilities are open to the com- 
panion in his attempt to minimize 
the clash of definitions. In choosing 
one of these, however, the companion 
has necessarily lost an opportunity to 
affirm his belief in the capabilities 
of the blind; if freely used, these 
alternative solutions will tend to erode 
the subcultural relationship so care- 
fully worked out. 


However, this does not change the 
major point that the companion, while 
accompanying his blind friend, is 
thrust into a position of conflicting 
group memberships, and must resist 
the coercive forces of the stereotype 
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if he is to maintain a reciprocal tie 
with the blind individual. If the 
companion has accepted as legitimate 
his friend’s expectations concerning 
his role, he is caught in a conflict 
situation and must either compromise 
the expectations of the group and the 
blind person, or throw in his lot with 
one set of expectations or the other. 
Complete fulfillment of both sets is 
obviously impossible, as would be a 
middle course in many situations. 
Negative sanctions will be forthcom- 
ing from either the group or the blind 
person if the expectations of either 
are sacrificed. 


On another level, the companion 
may experience personality conflicc. 
As in the earlier description of coat- 
hunting in a crowded hallway, the 
conflict has a patterned character 
stemming from the companion’s over- 
lapping group memberships and thus 
fits the type case of role conflict en- 
tailed by dual allegiance. Basically, 
the dilemma is imposed by the lack 
of integration between two contrast- 
ing definitions of the situation, one 
ordered to a stereotype, the other to 
an idiosyncratic compact of compan- 
jon and blind individual. 


Uninitiated others may make false 
assumptions concerning the motiva- 
tional process that underlies the com- 
panion’s status. They may, for in- 
stance, admire him for his altruism 
rather than for his mastery of a com- 
plicated social role. Reciprocity has 
inot been achieved through a generous 
application of Christian values on the 
part of the companion, but through 
his willingness to respond to the chal- 
lenge of a difficult learning process. 
A display of emotion at any stage of 
the developing interactive pattern 
would destroy the potential reciprocal 
relationship. On the contrary, a cer- 
tain toughness, rather than sympathy, 
is more nearly an imperative for the 
companion, and few could do worse 
than a blatant “do-gooder.” 


Playing the role invites a range of 
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projective responses from others in 
the society, which tend to be morz 
active when the companion is female. 
This range runs the gamut from naked 
curiosity to a simpering kind of 
“jsn’t-that-nice” smile. In any case, 
there is a heightened interest in the 
relationship existing between the two 
individuals, as well as in the indi- 
viduals themselves. Although the role 
of companion is a distinctly new psy- 
chological experience for most per- 
sons in the culture, there are other 
roles which have a parallel structure 
despite sharp differences in manifest 
content. Discussions with a white 
girl engaged to a Negro whose asso- 
ciations were predominantly in white 
society brought to light some points 
markedly similar to aspects of the 
situation presented here. In her com- 
panion role, she often found herself 
ordered to a limbo, with the overt 
group interest centered in her Negro 
fiance, while under other conditions 
mediation was a prominent feature 
of her role, as it is with the com- 
panion of the blind. 


Seemingly disparate roles of this 
character may be analyzed in process 
terms through the application of a 
single theoretical structure, and re- 
sulting uniformities may illuminate 
or modify role conceptualizations. 
Certain roles, for example, may be 
surrounded by substantial overt struc- 
tures of attitudes or expectations, 
while others may be the object of a 
mass of covert attitudes and expecta- 
tions. The kind of attitudinal matrix 
surrounding the companion of the 
blind has obvious implications for his 
subjective role definition, since the 
excess of implicit attitudes may serve 
to heighten or cloak the ambivalence 
which he must inevitably experience. 


in his role, the companion neces- 
sarily assumes an obligation to com- 
bat manifestations of the -stereotype, 
and the task will bring him into 
direct opposition with those who em- 
brace the modal or dominant. pattern. 
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As he attempts to change society's 
view of the blind individual's situa- 
tion or its attitude toward the blind, 
he confronts a composite of problems 
met by anyone who tries to change 
or redefine social attitudes and opin- 
ions. These problems have been ana- 
lyzed by Festinger, Schachter, and 
Back, and in pointing up one of the 
difficulties in altering social attitudes 
they state: 


We must then examine the determi- 
nants of whether or not the communica- 
tion of an opinion will change the opin- 
ion of a person to whom the communica- 
tion is made — that is, under what 
conditions will the communication of an 
opinion be effective? The hypothesis 
may be advanced that the “social reality” 
upon which an opinion or attitude rests 
for its justification is the degree to 
which the individual perceives that this 
opinion or attitude is shared by others. 
An opinion or attitude which is not re- 
inforced by others of the same opinion 
will become unstable generally. There 
are not usually compelling facts which 
can unequivocally settle the question of 
which attitude is wrong and which is 
right in connection with social opinions 
and attitudes as there are in the case 
of what might be called “facts.” (1, p. 
168) 


To apply the hypothesis here, the 
companion, surrounded by a stereo- 
typically oriented group, lacks the 
social support needed to redefine the 
situation in a manner which is ac- 
ceptable to them. They may feel 
strongly that the blind are not capable 
of doing very much at all and that 
what is most required is a solicitous 
guiding hand and a sympathetic tone 
of voice. Thus, the validity of the 
companion’s opinion finds no base 
in the community of attitudes and 
may be defined as “incorrect.” Fes- 
tinger, Schachter, and Back add to the 
statement quoted above, “Indeed, there 
will be forces to reject the new opin- 
ion since its acceptance would mean 
moving away from the group in which 
one has one’s ‘social reality’ anchored.” 
(1, p. 169) However, the compan- 
ion’s difficulties in maintaining a var- 


iant position in the group are not as 
marked as they might be if he were 
playing other deviant or variant 
roles within the society, since humani- 
tarian values are in effect. For, while 
these values may serve as points of 
reference for a misinterpretation of 
the relationship, they also serve to 
sharply reduce the range of sanctions 
that can be imposed on those who 
have stationed themselves in this 
novel position. 


It has been observed that others 
both allow and expect a companion 
to initiate a great many actions for 
the blind individual. He is expected 
to take a protective or nurturant role, 
which dictates that he be constantly 
at the blind individual's side. This 
expectation tends to bar the com- 
panion from the normal behavior of 
alternately engaging many different 
group members in a social situation 
and to restrict drastically his freedom 
of movement. Moreover, the com- 
panion has a real obligation to assist 
the blind person in areas of incapac- 
ity, and when the setting involves a 
plurality of individuals the assistance 
assumes a more one-sided character 
than when the two are isolated. The 
help is silhouetted against regular or 
routine patterns of behavior and the 
losses associated with the disability 
grow angular and acquire exaggerated 
meaning. 


From quite another direction, we 
find a final pressure introducing strain 
into the companion’s situation of ac- 
tion. It stems from the inability of 
the blind individual to navigate in 
group situations. The independence 
achieved by use of a cane or by some 
other technique is lost, for he cannor 
maintain the pace or keep in the 
appropriate spatial relationship while 
walking with two or three people, 
unless he takes the arm of one cf 
them. If there are four people, includ- 
ing a blind individval and his com- 
panion, all the usual factors involved 
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stereotype that are vague, amorphous, 
and fluid. 


The companion’s status vés-a-vis 
the group affords a further point of 
leverage. If he enjoys relatively high 
status, Communications to group mem- 
bers concerning the blind person will 
have a better chance of acceptance. 
Others may, for a number of reasons, 
be more readily able to accept recip- 
rocally oriented cues toward defining 
the situation from the sighted com- 
panion than from the blind individual. 
Moreover, the mere fact of his pro- 
longed association will also have an 
impact on preconceived attitudes to- 
ward the blind. There is, of course, 
the ever-present danger that the blind 
individual will be transformed from 
“blind beggar” to “blind genius,” 
partly through a halo effect from a 
well-regarded companion. Where for- 
merly the blind individual could do 
nothing at all, now, holding the status 
of genius, he can do literally every- 
thing. The danger also exists that he 
may become little more than a shadow 
of his sighted companion and com- 
pletely lose his uniquely personal or 
social identity. 


In the discussion of the communi- 
cation process, we have emphasized 
those pressures that tend to promote 
conformity to interpersonal relations, 
drawing members who hold a variant 
or deviant position into the modal 
orientation of the group. This is es- 
sentially the core conception in sociol- 
ogy: the impact of the society upon 
the individual. The discussion, how- 
ever, has also stressed certain facilities 
at the disposal of the companion in 
his attempt to redefine the situation 
or the basis on which action is pat- 
terned. Further, emphasis has been 
placed upon various mechanisms 
which tend to minimize conflicting 
pressures which are brought to. bear 
when the individual assumes a variant 
position. The companion, for instance, 
may be insulated from the full shock 
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in pairing off while walking are over- 
ridden by the fact of blindness. The 
assumption that the blind person will 
always take the companion’s arm, re- 
gardless of other pressures in the 
pairing-off process, such as the mo- 
mentary flow of conversation, may 
introduce abnormality into the spatial 
positions of the group. Similarly, if 
there are three people, including the 
companion and his blind acquaintance, 
the third person often compulsively 
over-assists the blind individual in an 
effort to break into the solidary pair 
formation. 


The companion does have certain 
resources at his disposal in combatting 
the stereotype or minimizing these 
strains. Festinger et al. state: 


If the group anchorage for an opinion 
or attitude is not firm . . . the process 
of communication proceeds to establish 
this social reality of commonly shared 
opinions and attitudes. (1, p. 170) 


This, of course, is often the case mm 
relation to the blind. Not only do 
most people lack knowledge concern- 
ing blindness, but they further assume 
that the companion of the blind has 
access to this special kind of knowl- 
edge. While the assumption is not 
groundless, it is often overlaid with 
a certain mystical import. It is not 
simply inferred that the companion, 
working through the normal processes 
of communication, has come to under- 
stand an individual, his motivations, 
goals, and situation of action. It is 
thought, rather, that the companion 
has a unique type of personality, or 
possibly social training, as in the 
case of the social worker, which en- 
ables him to relate casually to a blind 
individual. However, there remains 
the assumption that the companion 
somehow knows or understands the 
blind, and this fact can be considered 
a resource placed at the companion’s 
disposal in combatting the stereotype. 
The leverage so provided can be used 
as a weapon on those areas of the 
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of some of the forces by a rather 
arbitrary separation of his roles. He 
may, that is, fill a double role and be 
accepted in it differentially. If group 
members do not try to merge his 
roles as companion and as representa- 
tive of the sighted majority, he may 
achieve clear-cut acceptance in each 
area of his total behavior, being 
judged on the bases of appropriate 
and relevant criteria. In some groups, 
moreover, non-conformity might it- 
self be highly valued, which would 
have implications for the positions of 
both the blind individual and his 
companion, as well as for the degree 
of acceptance given to their definition 
of a blind person’s situation of action. 
But this is probably a rare occurrence, 
and the primary consideration is stiil 
the coercive pressure flowing from a 
surrounding group of stereotypical!y 
oriented others, which the companion 
must somehow meet in order to main- 
tain his reciprocal tie with his blind 
friend. The same coercive forces, of 
course, also come into play when the 
group opinion is modelled on an op- 
posite premise. If the blind person is 
surrounded by a plurality of compan- 
ions who are themselves reciprocally 
oriented, they can induce a single in- 
dividual, burdened with the stereotype 
yet desirous of entering the group, to 
conform with the modal reciprocal 
pattern. 


Throughout the discussion, difficul- 
ties met in the role of companion have 
been stressed, since description and 
analysis must proceed from recogni- 
tion of this harsh fact. Those who are 
familiar with the more active blind, 
however, point to various positive re- 
wards which help to mitigate the im- 
pact of sanctions, rewards that tend 


to heighten the rich ebb and flow of 
any profound interpersonal relation- 
ship. Perhaps chief among these is the 
sense of achievement and satisfaction 
which attends completion of a com- 
plex learning task. The companion 
has been called on to revise his be- 
havior in an emotion-filled and some- 
times threatening realm, and this chal- 
lenge, when successfully met, brings 
forth a real sense of accomplishment. 
Further, a feeling of power undoubt- 
edly accrues to the companion, who 
has access to special knowledge about 
the blind. Although this knowledge is 
not esoteric, being available to any 
individual who takes the trouble to 
master it, it is quite apart from the 
ordinary run of cultural experience. 
This places the schooled companion in 
the position of interpreter, and may 
cast him in the role of a vital social 
link. For while conscious altruism is 
damaging, there is a genuine sense in 
which a companion realizes he has 
made a certain social contribution and 
advanced the cause of a more open 
society by helping to unblock one sig- 
nificant interpersonal relationship. 
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In rapidly increasing numbers, so- 
ciologists are participating in the na- 
tional program of medical research. 
It appears that they may make con- 
tributions to the understanding of a 
number of basic problems. Among 
these is the role of social behavior in 
the etiology of disease, and it is with 
this problem that the present paper is 
concerned. It has been found in stud- 
ies of several diseases that the social 
situation had much to do with set- 
ting the stage for the contraction of 
the disease. Syphilis is caused as much 
by sexual behavior as it is by the 
spirochete. The social situation in- 
fluencing dietary behavior, including 
education and economic conditions, 
probably had much to do with the 
occurrence of pellagra. Tuberculosis 
is caused as much by unsanitary living 
and the absence of treatment facilities 
as by the tubercle bacillus. 


It appears possible, then, that an 
analysis of the prevalence and inci- 
dence of diseases of various sorts as 
they appear in various social grouping 
in America could prove valuable. For 
when it is discovered that a certain 
group has an unusually high or low 
incidence of the disease, further in- 
vestigation. can be carried out to de- 
termine what peculiarities in the be- 


*Paper read at the meeting of the 
American Sociological Society, Washington, 
D. C., September 1, 1955. This paper is 
the first in a series to deal with sociological 
factors in the public health of Butler 
County, Pennsylvania. 

** The author owes a large debt to 
severai members of the Department of 
Biostatistics, Graduate School of Public 
Health, University of Pittsburgh: to Dr. 
Antonio Ciocco, for his cogent advice 
throughout the research; to Mr. Alan Ross 
for statistical consultation; and to Mr. 


Arthur LeGasse, for help in machine, tabu- 
lations. 
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havior of this group predispose to or 
protect against development of the 
disease. Such findings could contri- 
bute to the search for an explanation 
of the disease wherever it is found. 

It was with this orientation that the 
study which is the subject of this 
paper was begun. The varieties of 
ethnic groups in American society 
have concerned sociologists for some 
time, and while we are moving ever 
further from the periods of peak im- 
migration, such groups still may serve 
as interesting foci for the investiga- 
tion of disease etiology. Ethnic group 
cultures differ, and hidden in these 
differences may be clues as to the situ- 
ations which provide a fertile ground 
for the development of disease. 

As a first step in investigation in- 
to this problem, it is necessary to de- 
termine whether, indeed, the various 
ethnic groups vary in the prevalence 
with which they have diseases of vari- 
ous sorts. A relatively large body of 
work has been done by medical scien- 
tists to answer this question. Calabresi 
(4) has found differences in the 
pneumonia, tuberculosis, heart disease, 
and diabetes rates among Irish, Ital- 
ians, Germans, British, Canadians, and 
Poles in the United States. Smith 
(18), Kennaway (10), Dorn (5), 
Patno (16), and Bigelow and Lom- 
bard (3) have discovered differences 
in the frequency with which persons 
of different national background in 
America are afflicted with cancer at 
various sites. Abbott (1), studying 
goitre; Emerson (6), examining com- 
municable diseases; Friedlander (7), 
locking into pernicious anemia; and 
Aycock and Hawkins (2), studying 
leprosy, have found variations in prev- 
alence among different nationality 
groups. Furthermore, Malzberg (15), 
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Haggard and Jellinek (8), and Klop- 
fer (11) have found similar differ- 
ences associated with various mental 
diseases. 


Despite serious limitations in the 
methods employed in some of these 
studies, this is quite an imposing list. 
It is also an imposing fact that so- 
ciologists are not represented in the 
list, for this is an area which for the 
most part they have neglected. 

The present research attempted to 
test two hypotheses related to the 
health of ethnic groups. First, as we 
have indicated, we were interested in 
examining the validity of the statement 
that there is a difference in the prev- 
alence of disease, particularly chronic 
diseases, among ethnic groups. Second, 
we examined the hypothesis that the 
“marginal .man,” being especially 
prone to tensions in assimilation, wll 
have a higher prevalence of certain 
diseases than non-marginal individ- 
uals. The testing of both of these 
hypotheses was limited to the popula- 
tion of Butler County, Pennsylvania, 
located in the western region of the 
state, adjacent to the Pittsburgh 
metropolitan area. 


Interest in the second hypothesis, 
regarding the marginal man, was en- 
gendered by the suggestions of several 
writers in sociology. The marginal 
man has been defined as one who, 
because he lives in two different 
cultural or racial groups, is an integral 
part of neither, but rather is mar- 
ginal between the two. Thomas and 
Znaniecki (20) early found that the 
children of Polish migrants to this 
country were amoral and experienced 
peculiar tensions because of the con- 
flicts between parental behavior and 
that of others in their social milieu. 
Other writers, among them Mac- 
Gregor (14), Stonequist (19), Young 
(24), and Kroll (12), have also dis- 
cussed marginality in the second gen- 
eration of immigrants. Landis (13), 
Shaw (17), and Thrasher (21) have 


noted a higher rate of delinquency 
among second-generation individuals 
than among the first or later genera- 
tions, attributing this in part to the 
conflict situation developed in the 
opposition of parental and dominant 
cultures. This being the case, the 
hypothesis suggested itself that second- 
generation individuals, because they 
experience more tensions, possibly 
could be more susceptible to certain 
diseases than members of other gen- 
erations. 


RESEARCH METHODS 


The research group utilized in this 
examination of the hypotheses de- 
rived from a general-purpose sample 
of the population of Butler County. 
This sample was generated through 
an application of the area sampling 
technique, combined with geographic 
stratification and proportionate repre- 
sentation of urban, rural-place, and 
open-country population. Data on the 
3,403 persons in the sample, roughly 
3 per cent of the total population, 
were secured by personal interview in 
July and August, 1954. For reasons 
of economy, data on nationality back- 
ground were obtained only from heads 
of households and their spouses. Thus, 
the research group on which we re- 
port cannot be considered a random 
sample of the population as a whole, 
but rather of the heads of households 
and their spouses in the population. 


Other cautions must be observed in 
interpreting the data to be presented. 
A very important deficiency in the 
research design is that, to determine 
the presence of a disease, subjects 
were merely asked whether they were 
so afflicted. Medical examinations, of 
course, would be a better solution, 
but they are a very expensive means 
of determining conditions of health, 
and also frequently unreliable. 


Finally, it should be noted that 
whiie the sample size is adequate for 
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many sociological purposes, it is too 
small to generalize effectively to the 
whole county on data which are rela- 
tively scarce, such as data on disease 
are. To be sure, an approximation 
of the situation in the county is ob- 
tained, and the findings relative to 
the study population are accurate and 
suggestive. Nevertheless, for the rea- 
sons mentioned, caution must be ex- 
ercised in the interpretation of chese 
findings. They are presented here 
mainly because of the directions to 
which they point for future research. 

Generation groups were formed in 
the following manner: The first gen- 
eration consisted of persons more than 
21 years old who had been born 
abroad. The second generation com- 
prised persons more than 21 who 
were heads of households or their 
spouses and whose mothers and fa- 
thers had been born abroad. The third- 
plus generation group consisted of 
persons of similar characteristics ex- 
cept that both of their parents were 
born in the United States. Persons 
of more distant foreign ancestry were 
also included in this group. Each gen- 
eration group was homogenous in 
that a given individual could be as- 
signed to one only if both of his 
parents derived from the same source, 
a foreign country for generation II, 
the United States for generation III- 
plus. 

Since economic status is an im- 
portant variable in health, an exami- 
nation of this was undertaken in the 
several generation groups by analyz- 
ing their occupational composition.* 


*The occupational categories used were 
those developed by the Bureau of the 
Census. (22) 


In general, there is a slight increase 
in economic status among those whose 
families were earlier migrants. Thus, 
the proportion having professional, 
managerial, clerical, sales, and skilled- 
worker occupations increases from 
41.7 per cent in generation I to 
41.9 per cent in generation II and 


jumps to 62.3 percent in generation 
Ill-plus. 


DISEASE RATES IN SUCCESSIVE 


GENERATIONS 


The incidence of six chronic dis- 
eases was investigated among the 
several generation groups. Table 1 
reveals our findings. The rates of 
disease given there have been stand- 
ardized for age and sex.** 


The pattern for rheumatism and 
arthritis, high blood pressure, and 
diabetes is that predicted by the hypo- 
thesis: a relatively low rate in the 
first generation, a sharp increase in 
the second, and a decline in genera- 
tion III-plus. In the case of the other 
three chronic diseases, however, the 
pattern differs considerably. Heart 
disease and hernia rates increase with 
the number of generations in the 
United States. Moreover, the differ- 
ences in the rates for these dis- 
eases among the generation groups 
are small compared to the differences 
in the rates of diabetes and especially 
of rheumatism and arthritis and high 
blood pressure. For all of these dis- 
eases, the first generation had the low- 
est rates—perhaps because of lack of 


** Because the incidence of disease 
(especially chronic disease) is so closely 
related to age and sex, the use of age-sex 
standardized rates is desirable in analyzing 
its prevalence in different populations. The 
standardizing process employed in this 
paper consisted of applying the age-sex 
specific rates for each individual disease 
within each group to the age-sex distri- 
bution for all groups. The age-sex com- 
position of persons ill of a particular dis- 
ease in a given group may differ from 
that of those ill of a different disease in 
the same group. For this reason, a given 
number of cases of one illness in a partic- 
ular group may not yield the same stand- 
ardized rate as the same number of cases 
of a different disease in that group. Tests 
of the significance of observed differences 
or measures of the degree of association 
cannot reasonably be applied to these data 
because of complications introduced by the 
standardizing process. 
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TABLE 1. 
CHRONIC DISEASE RATES BY GENERATION* 
I II IlI-Plus 
Disease No. Rate No. Rate No. Rate 
Rheumatism and _ arthritis 18 77.8 20 150.8 93 107.3 
High blood pressure 10 44.2 15 107.8 51 58.4 
Diabetes 4 12.0 2 22.2 II 12.3 
Heart disease 4 24.4 6 31.9 37 41.2 
Arteriosclerosis 5 27.0 I 9.3 12 13.7 
Hernia 7 27.1 5 37.0 4! 47.0 
Number of 
cases in each generation 114 203 904 





*Rates given as number of cases per 1,000 persons, for standardized age and sex 


composition. 


recognition of the disease or of lack 
of American orientation. 


Hardening of the arteries reached 
its highest incidence in the first gen- 
eration and its lowest in the second. 
This interesting, aberrant picture may 
find some explanation in the sug- 
gestion of Danish researchers that 
hard physical labor may be a cause. 
(9) 


If heightened tension is to be ac- 
cepted as an explanation for the high 
rates of rheumatism and arthritis, high 
blood pressure, and diabetes in the 
second generation, agreement is neces- 
sary on the part of medical scientists 
that these diseases are influenced to 
some degree by tension. While many 
posit a tension element in these 
diseases, we must caution that medi- 
cal knowledge regarding tension is 
tenuous. 


DISEASE AND USE OF SERVICES 
AMONG ETHNIC GROUPS 


In order to examine the hypothesis 
that the prevalence of disease varies 
among ethnic groups, we first devel- 
oped from our sample aggregations 
of individuals of British, Irish, West- 
ern European, Eastern European, and 
Southern European extraction. The 
British group, for example, included 
those who had been born in Britain, 
or whose fathers or paternal grand- 
fathers had been born there. The 
other ethnic populations were devised 


in like manner.* The United States 
group included only those persons 
who were themselves born in this 
country and whose fathers and paternal 
grandfathers were also U. S.-born. 

In order better to understand the 
variations in rates among the ethnic 
groups, it is well to examine their 
socio-economic status as indicated by 
the proportions in various occupational 
categories. In the proportion of per- 
sons in the higher occupational cate- 
gories (professionals, managers, clerks, 
salespeople, and skilled workers), the 
British, Irish, and Southern European 
groups are fairly similar, with per- 
centages of 48.8, 58.4, and 47.0, re- 
spectively. Eastern Europeans are low- 
est of all groups, with 38.6 per cent 
in such higher occupations. The 
Western Europeans had the largest 
percentage in these occupations, 66.3 
per cent, followed closely by those of 
U. S. derivation, with 61.9 per cent. 

Rates of five chronic diseases, again 
standardized for age and sex, are given 
for the different ethnic groups in 
Table 2. 

The persons of highest economic 
status, the Western Europeans, had 
the highest rate for arthritis. In the 


* The British group included persons of 
English, Scotch, Welsh, and Canadian ex- 
traction; the Western European group, 
persons from Belgium, Holland, France, 
Germany, Sweden, and Switzerland; the 
Eastern European, those from Austria, 
Czechoslovakia, Hungary, Croatia, Yugo- 
slavia, Poland, Russia, and Lithuania. 
Southern Europeans included Greeks and 
Italians. 
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TABLE 2 


INCIDENCE OF CHRONIC DISEASES, IMPAIRMENTS, DISABILITIES, 
COMMON SYMPTOMS, AND USE OF MEDICAL SERVICES BY ETHNIC 

















BACKGROUND* 
x West- East- South- 
ern ern ern 
U.S. British Irish Europe Europe Europe 
No. Rate No. Rate No. Rate No. Rate o. Rate No.Rate 
Arthritis QI 108.9 9 80.6 3 29.0 50 176.9 14 93.9 6 79.2 
Heart disease 37 42.9 4 418 3 37.6 13 443 3 19.5 I 13.3 
High blood 
pressure 54 64.6 3 32.6 6 77.6 21 77-1 14 978 3 343 
Diabetes 14 16.3 s se 2 18.2 S - 362 4 168 3 43-4 
Hernia 44 51.7 5 42.7 4 55.1 2 630s I 4.5 6 62.6 
All five chronic 
diseases 216 251.9 21 190.3 17 208.7 73 «267.9 30 189.5 17 205.5 
Impairments 80 95.9 6 43.4 6 51.0 26 «§=690.9 20 116.0 6 73.5 
Disabilities 44 52.4 4 26.4 5. 75-9 8 51.1 13 65.2 4 46.6 
Symptoms 164 187.1 17 159.7 9 114.7 49 201.9 30 192.3 18 219.5 
Consultations with 
-Goctor' in last 
onth — 148 160.2 9 137-4 5. 84.4 45 168.5 15 107.6 12 154.1 
‘Hospitalizations - 
in nast year 80 3= 83.7 5 69.5 5 738 26 «110.1 17 94.0 6 76.2 
Number of cases 
in each 
ethnic group 909 90 52 241 163 76 





*Rates given as number of cases per 1,000 persons, standardized 


composition. 


case. of heart disease, differences in 
rates among the ethnic groups were 
so small as to warrant little discussion, 
but it is interesting that the Western 
Europeans again had the highest rate. 
Those of the Eastern and Southern 
Europeans were somewhat lower. 
Rates for high blood pressure showed 
still other small differences. Here the 
British were low and the Eastern Eu- 
ropeans were high. In diabetes, again, 
the British had the lowest rate, while 
the Southern Europeans had the high- 
est. Finally, in the case of hernia, the 
Eastern Europeans were low and the 
Southern Europeans high. It is doubt- 
ful whether the high rate of hernia 
among the Southern Europeans can be 
considered a product of their occupa- 
tional experience. Analysis of the oc- 
cupations in which they are engaged 
shows them not to be engaged in 
physical labor to a greater degree than 
the Eastern Europeans, or, for that 
matter, than the British and Irish. 


Turning to a related problem, on 
which data were also collected, we see 











for age and sex 


that the British were lowest in the 
number of persons per thousand re- 
porting impairments to limbs, arms, 
sight, or hearing. Their rate was 
rather closely approximated by that of 
the Irish and the Southern Europeans. 
The Eastern Europeans had the high- 
est rate of impairment. 

In an attempt to secure some sort 
of measure of optimum functioning of 
individuals, respondents were queried 
regarding family members who were 
afflicted with disabilities, such as not 
being able to climb or descend stairs. 
to feed themselves, to leave the house, 
and the like. In prevalence of disabil- 
ities in general, the British again had 
the lowest rate, while the Irish were 
highest. Also in the effort to under- 
stand optimum function, persons in 
the survey were asked about the num- 
ber> of common symptoms, such as 
shortness of breath, headache, stomach 
upset, pains in bones and joints, colds, 
and loss of five or more pounds, which 
they had experienced in the month 
prior to the survey. Here the Irish 








Ethnic Background and lilness 81 


had the low rate and the Southern 
Europeans the highest. 


To sum up other findings of Table 
2: we see that the group of highest 
economic status, the Western Euro- 
peans, made greatest use of physicians 
and hospitals. It is interesting, how- 
ever, that the group of lowest eco- 
nomic status, the Eastern Europeans, 
were hospitalized in almost the same 
degree. It would be difficult to estab- 
lish an economic factor as a single de- 
terminant in any of these situations. 


We can conclude that for certain 
of the conditions examined, real dif- 
ferences exist which would be worthy 
of more intensive study. The large 
differences among the groups in ar- 
thritis is especially interesting. Other 
interesting differences appeared in the 
case of diabetes and hernia. With re- 
gard to heart disease and high blood 
pressure, however, differences were 
less noteworthy. 


SUMMARY AND CONCLUSIONS 


In thig paper we have reported on 
research undertaken to examine two 
hypotheses: first, that the second gen- 
eration would have a higher prev- 
alence of certain diseases than the first 
or later generations; second, that there 
would be differences in the degree to 
which various ethnic groups would 
succumb to illnesses and make use of 
medical services. 


In the course of the research, some 
differences were revealed in the ethnic 
groups and generations which are pro- 
vocative and suggest that future study 
would be rewarding. Once this has 
been done, once it is established which 
groups have unusually high or low 
prevalence of various conditions, it 
will be time for the sociologist, with 
his specialized insights into culture, 
to examine the behavior of the ethnic 
groups involved to determine whether 
certain items are predisposing to or 
protecting against disease. 
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COLLABORATION BETWEEN SOCIOLOGIST 
AND PHYSICIAN* 


MARY E. W. GOSS 


Bureau of Applied Social Research, Columbia University 
AND 
GEORGE G. READER, M.D. 


Cornell University Medical College 


Reports of research undertaken 
jointly by sociologists and physicians 
are becoming increasingly common. 
However, accounts of how members 
of the two groups achieve and main- 
tain effective working relationships in 
such collaborative research are less in 
evidence. In practical terms, this 
means that the current newcomer in 
medical sociology whose work re- 
quires cooperation with physicians 
frequently has little to guide him in 
his interaction with the medical pro- 

* Revised version of papers presented by 
the authors at the Fourth Joint Meeting of 
the Society for the Psychological Study 
of Social Issues and the Society for the 
Study of Social Problems, March 3, 1956, 
New York City. It may be identified as 
Publication No. A 208 of the Bureau of 
Applied Social Research, Columbia Uni- 
versity. 





fession beyond his personal experience 
as a patient. Yet if collaboration is 
to be optimal, the sociologist clearly 
needs to know more about the atti- 
tudes and behavior of physicians than 
he may have had occasion to learn in 
the role of patient. Certainly at least 
he needs to know how physicians are 
likely to react to him gua sociologist, 
and what implications those reactions 
may have for his professional role as 
he works with physicians. Similarly, 
physicians need to know something 
about sociology and also about sociol- 
ogists if they are to work with them 
effectively. This paper suggests some 
tentative answers to these questions 
concerning the sociologist-physician 
relationship in one sort of collabora- 
tive research. 


The conclusions advanced are based 
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on the experiences of the authors 
(who are, respectively, sociologist and 
physician) as participants in a long- 
term sociological study of medical 
education. Undertaken jointly in 
1952 by Professor Robert K. Merton 
and associates of the Columbia Uni- 
versity Bureau of Applied Social Re- 
search and Cornell University Medical 
College, the study is still in prog- 
ress. (1) In the broadest sense, the re- 
search deals with the socialization of 
medical students—how the student 
who is initially a lay person acquires 
the attitudes, values, skills and knowl- 
edge appropriate to a physician—and 
with the social context, mainly the 
medical school and hospital, in which 
this process occurs. Particular atten- 
tion has been given to investigating 
these problems as they are manifested 
in the Comprehensive Care and Teach- 
ing Program, an interdepartmental ar- 
rangement at Cornell in which all 
fourth-year medical students are given 
out-patients to follow for six months 
under supervision, with every facility 
for providing centralized, coordinated, 
and continuing medical care made 
available to them.(2) In the course of 
the investigation a number of sociol- 
ogists have been involved and a va- 
riety of research procedures have been 
utilized. These procedures include 
participant observation of events in 
the meslical school and _ hospital; 
format and informal interviewing of 
students, faculty, and other personnel; 
having selected students keep diaries; 
and a piunel study of changes in stu- 
dents’ attitudes and values over time 
as uidicated by their responses to a 
lenginy questionnaire. 


SOCIOLOGICAL FIELD WORK AND 
PHYSICIANS* 


Being a participant observer in the 
Comprehensive Care and Teaching 
Program for three to four days a week 
over the course of more than a year 
meant regularly attending medical 


* By Mary E. W. Goss. 


staff meetings, medical conferences and 
lectures, as well as informally inter- 
viewing doctors, nurses, medical stu- 
dents, and other medical personnel. 
Inevitably a set of continuing social 
relationships developed between the 
participant observer — myself — and 
those who were directly involved in 
the Program. The satisfactory mainte- 
nance of these relationships required 
recognition of certain facts about 
physicians and their behavioral tend- 
encies when faced with a sociologist 
who, like the “stranger” described by 
Simmel, “comes today and stays to- 
morrow.” 

Curiosity, reticence, and their im- 
plications. Physicians are trained to 
be curious about what goes on around 
them; they are also accustomed to be- 
ing able to “place” the persons they 
see in the hospital. An observer in- 
troduced in their midst, even if he 
wears a white coat, as I often did, 
represents for many a diagnostic prob- 
lem. Perhaps because they are used to 
getting information when they want 
it, they generally do not hesitate to 
ask when they are curious about some- 
one or something. At Cornell the fol- 
lowing sorts of questions were fre- 
quently put to me: “Are you a social 
worker?” “What do you do with all 
those notes you take?” “What do you 
expect to find out from this study 
you're doing?” “I know you're sup- 
posed to be studying the Program, 
but what are you really doing?” “Il 
understand you're a sociologist. Do 
you really think sociology has any- 
thing to contribute to medicine?” 
Though they appear different, I 
learned that all of these questions had 
roughly the same import: Who are 
you, what are you doing, and why? 
It also became increasingly clear 
through the year that such questions 
should neither be answered glibly nor 
brushed aside lightly. Thus, for ex- 
ample, my usual answer to the social 
worker question was, “No, I am not 
a social worker, I am a sociologist,” 
which I followed immediately with a 
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brief explanation of some of the im- 
portant differences between the train- 
ing and objectives of the two groups. 


This example brings out a second 
characteristic of doctors which an ob- 
server must recognize and learn to 
cope with: though they are willing to 
ask some questions, they are not so 
willing to ask others. These other 
questions are of the sort which might 
make them appear uninformed about 
matters which other people seem to 
take for granted. 


Such a tendency implies that the 
sociologist must sometimes play a 
more forward role than may be his 
wont as an observer. For he cannot 
assume that the physician is neces- 
sarily well-informed about the social 
sciences, or that he is particularly fa- 
miliar with the specialized language 
used in these fields. More important, 
he cannot assume that the medical 
person will admit he is not as well- 
informed about these matters as he 
might like to be. This means that if 
the sociologist is going to communi- 
cate with doctors meaningfully, the 
answers he gives to the sort of ques- 
tions cited above must be phrased at 
least initially in terms that an in- 
telligent, educated person who is not 
a social scientist will understand. It 
means more than this, however, since 
indefinitely avoiding useful technical 
terms such as “panel study,” self- 
image,” “reference group,” etc. is man- 
ifestly inefficient. In the long run the 
sociologist may well find communica- 
tion with physicians easier if, early 
in the relationship, he makes a con- 
scious effort to answer questions con- 
cerning his work first in the language 
of sociology and then, without waiting 
to be asked, in the language of the 
educated layman. For example, my 
habit was to say “one part of our 
investigation involves a panel study, 
that is, asking the same students the 
same questions at different crucial 
points in time . . .” and so on. A re- 
lated procedure, designed to cope with 
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reticence in asking potentially em- 
barrassing questions, was illustrated in 
the social worker example; one antici- 
pates the unasked question, “well, 
then, what's the difference between a 
sociologist and a social worker,” and 
answers it without being asked. 


It would seem, then, that if a sociol- 
ogist is going to be around physicians 
for any length of time he must antici- 
pate both curiosity and reticence on 
their part; and if the experience I had 
is any guide, he must be prepared to 
spend some time simply informing 
them about the particular sociological 
study going on, as well as about social 
science in general. If he does not 
make a conscious effort to inform— 
i.e., to take the role of teacher when 
the occasion presents itself—his pros- 
pects would appear to be dim; doctors 
are not particularly motivated to co- 
Operate in a project they don’t under- 
stand. 


Orientations toward social sctence. 
As might be expected, not all phys- 
icians are eager to learn about social 
science and what it might offer the 
medical profession. But neither do 
they necessarily have negative atti- 
tudes toward the field. In fact, 1 en- 
countered a diversity of orientations 
toward social science among phys- 
icians. Prolonged contact indicated 
that certain of these orientations were 
sufficiently prevalent to be recognized 
as types and given labels: the “benev- 
olent skeptic,” the “overly-expectant,” 
the “convinced skeptic,” the “indiffer- 
ent bystander,” and the “working part- 
ner.” As the following brief descrip- 
tions will show, each of these has 
somewhat different needs and poten- 
tialities with regard to learning about 
social science, and each sets somewhat 
different requirements for the role of 
the sociologist in the collaboration 
process. 


The benevolent skeptics will ask the 
sociologist questions, thoughtfully lis- 
ten to answers, and generally be help- 
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ful to the social scientist as long as it 
isn't too much trouble for them per- 
sonally. Although they are initially 
unconvinced that social science can be 
of any use to them now or in the re- 
mote future, they do not have any 
strong hostile feelings about social sci- 
ence. Because of this, these physicians 
can be educated regarding social sci- 
ence, and may even be changed into 
another, more positive sort. Their 
skepticism may represent a generally 
critical attitude toward research, and 
my impression is that the transition 
is greatly helped by presentation of 
data. That is, the benevolent skeptic 
tends to be surprised and pleased if 
the sociologist turns up with some re- 
sults of his work which bear even 
remotely on something the skeptic is 
interested in and which show evidence 
of careful observation. The findings 
themselves need not be profound; 
what is important in making the be- 
nevolent skeptic more benevolent and 
less skeptical is that amy relevant find- 
ings emerge from the sociological 
study. Evidence that the research is 
based on a sound scientific approach 
particularly tends to impress such 
physicians positively. Because he is 
benevolent as well as skeptical, how- 
ever, even without change this type 
constitutes a valuable collaborator for 
the sociologist. 


A second type of orientation toward 
social science encountered among 
medical people is the overly-expectant. 
These are the individuals who start 
out believing social science is going 
to solve all sorts of perplexing prob- 
lems in medicine in the immediate 
future. Though they have high hopes 
and great confidence, they are gener- 
ally not too well informed regarding 
the nature of social science. They 
don’t feel a particular need to ask 
questions regarding the ‘eld, however, 
because they believe they already 
know the answers; they believe they 
are well-informed. The overly-expec- 
tant physician will ordinarily be very 


helpful to the social scientist, and will 
go out of his way to cooperate. If he 
is allowed to go on being overly- 
expectant, however, he may create 
problems by spreading his high and 
unrealistic hopes regarding social sci- 
ence to his colleagues; for these in- 
dividuals are, of course, destined for 
disillusionment. Even impressive data 
produced by the sociologist will dis- 
appoint this type, and consequently 
impair the possibilities for future col- 
laboration. Such disappointment may 
even turn the overly-expectant person 
into a “convinced skeptic.” If the 
overly-expectant physician is caught 
in time, however, the prospects are 
much brighter. The sociologist may, 
with profit, tell him about some of 
the more disillusioning aspects of the 
current state of social science in rela- 
tion to medicine from the beginning, 
e.g., that we cannot realistically expect 
to deal with all the problems he is in- 
terested in, that sociological research 
in medicine is still in its infancy and 
therefore there is still much to be 
learned. (12) Given a more balanced 
orientation, the overly-expectant type 
of physician can well turn into an 
excellent collaborator. 


A third type is the convinced skep- 
tic. The person in this category is 
certain social science has nothing to 
do with medicine, and is just as cer- 
tain that doctors are wasting their 
time listening to or talking with a 
sociologist. He tends to avoid social 
scientists in general; if he cannot 
avoid them, he just barely tolerates 
their presence, since he sees no point 
in their being around at all. He 
usually tends to be uninformed about 
social science. My impression is that 
there is little chance that educational 
efforts or data presented by the social 
scientist will make any change in the 
orientation of this type. They are 
determined resisters, and the sociol- 
ogist is up against a hard, cold wall 
when he encounters them. Neverthe- 
less, this type is not hopelessly un- 








86 


changeable. The opinions and beliefs 
of his medical colleagues are often im- 
portant to him, and should some of 
these colleagues develop enthusiasm, 
interest, and information about social 
science, it is not impossible that they 
may lead him to reconsider his stand 
to the extent of becoming a benev- 
olent skeptic or better. Development 
of a favorable climate of opinion 
among medical men in a particular 
institution may, in other words, con- 
vert the convinced skeptic in a way 
that the social scientist is not able to 
accomplish directly. 


A fourth type is the indifferent by- 
stander. This type doesn’t ask ques- 
tions about social science, nor does 
he particularly listen to explanations 
pertaining to such matters if he hap- 
pens to be subjected to them. He is 
not motivated to cooperate with social 
scientists, though he seems not to care 
what the social scientist does as long 
as it doesn’t bother him personally. 
He appears to have no convictions 
about how social science might be re- 
lated to medicine, and tends to be un- 
informed about social science as such. 
It is difficult to know whether the in- 
different bystander can be changed 
through being shown relevant data 
because he can rarely be persuaded to 
look at them. Attempts to arouse in- 
terest in social science in the course 
of casual conversation tend to fail, 
because the sociologist has difficulty 
“getting through” to the bystander in 
the first place. Possibly some propor- 
tion of the indifferent bystanders are 
actually convinced skeptics in disguise 
—that is, their indifference is simply 
a form of politeness which masks 
strong negative feelings. At any rate, 
collaboration with this type is dis- 
couraging for any social scientist who 
attempts it. Like the convinced skep- 
tic, however, the indifferent bystander 
does not necessarily remain one. Even 
though the social scientist has diffi- 
culty communicating with the by- 
stander, his social-science oriented 





SOCIAL PROBLEMS 





colleagues in medicine may not have 
this trouble. They may, in fact, trans- 
form him into a “working partner,” 
the fifth and final type of orientation 
described here. 


The working partner has sufficient 
understanding of the method and con- 
tent of social science so that he does 
not expect miracles, yet he has rea- 
sonable confidence that what social 
scientists do is worthwhile. He sees 
sociological research as ultimately hav- 
ing practical significance in medicine, 
but he does not demand that all re- 
search be immediately and obviously 
useful. He is cooperative and helpful 
in working with social scientists, and 
he is willing to learn as well as to 
teach. He needs to see data occasion- 
ally to reinforce his confidence, but he 
understands that the accumulation of 
findings is a long-term process and 
that reports are not written overnight. 
As a result of his learning about social 
science, it may well be that the “work- 
ing partner” will become interested in 
it to the extent that he will want to 
take an active part in planning future 
research. 


No doubt there are other types 
which have been overlooked in this 
overdrawn gallery of medical people 
as they relate to social science and 
social scientists. But the classification 
will have served its purpose if it 
points to the following conclusion: if 
a social scientist plans to collaborate 
with medical people effectively over 
a period of time, he cannot afford to 
ignore the existence of such varying 
orientations toward social science 
among medical men. Instead, it would 
seem that he should attempt to recog- 
nize that they may have varying orien- 
tations, and when he encounters them, 
should try to develop methods of 
modifying those which hinder satis- 
factory cooperation. A few possibil- 
ities along these lines have been sug- 
gested here, but no claim is made that 
the approaches described are either 
entirely adequate or exhaustive. 
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THE PHYSICIAN’S VIEWPOINT* 


It was upon my responsibility that 
the Bureau of Applied Social Research 
was initially brought into active par- 
ticipation in studies in medical educa- 
tion at Cornell. Since that tire and 
in the course of association with mem- 
bers of the BASR staff, we physicians 
have had occasion to undergo certain 
changes in our attitudes toward social 
science. But first what were our ex- 
pectations of the role that sociologists 
might play in our joint investigations? 

Expectations and reality. Most phys- 
icians approach sociologists, if they 
approach them at all, as I did, think- 
ing of them as people with technical 
skill in interviewing and question- 
naire construction. Social theory is 
looked upon as an elaboration of com- 
mon sense, and the physician believes 
he has this in abundance. It becomes 
merely a convenience, therefore, to 
have people available who will inter- 
view or make up questionnaires, since 
he doesn’t have time for this activity 
himself. Such a view may seem some- 
what arrogant, but unfortunately doc- 
tors tend to be so in relation to studies 
of human behavior. 


Another expectation that the phys- 
ican brings to the collaboration is that 
quick results will be forthcoming. 
Probably everyone tends to think his 
own field of research is the most diffi- 
cult and to be intolerant of the slow 
progress of other investigators. If we 
administered a questionnaire one 
week, we might expect that a month 
or two later at the outside an analytic 
report should be in hand. In some 
areas of social research this may be 
so, but I have come to learn that the 
kind of principles underlying attitude 
formation and change in medical stu- 
dents are much more difficult to ex- 
tract from the data than I, at least, 
had anticipated. 

A third expectation, common to 
the “overly-expectant” type of medical 


* By George G. Reader, M.D. 


person delineated by Goss, is that be- 
cause of their insight social scientists 
will be able to look briefly at a com- 
plex social situation and then render 
easily understandable the social forces 
that are at work and recommend how 
they may best be manipulated for the 
common good. As she has pointed 
out, it is this person who is bound to 
be disillusioned by what social science 
can provide. 


The development of collaboration 
between physicians and social sci- 
entists seems necessarily to progress 
through several stages. First it #s true 
that the social scientists bring in- 
sights to bear which immediately help 
make the social situation and social 
processes at work more understand- 
able. In any given situation, however, 
these must be considered to be in the 
same class as clinical hunches, and in 
order to be scientifically useful must 
be supported by field work. The field 
work stage is often long drawn out 
and filled with frustration for both 
the social scientist and collaborating 
medical personnel. Questionnaire data, 
too, may on occasion prove to be im- 
mediately relevant to the solution of 
some operating problem, but more 
commonly an analytic interpretation 
is required to get at underlying prin- 
ciples, and it may be that only time- 
consuming analysis will provide the 
information that the physician ideally 
requires for immediate planning. 
Findings may also be occasionally dis- 
comfiting for the physician, of course, 
and the querying of the sociologist 
may make for an uncomfortable self- 
awareness. 


Interpretation of findings represents 
a special problem, in that what may 
be particularly meaningful to the so- 
cial scientist may not be useful to 
the physician or it may be that the 
form in which it is presented may not 
be readily understood. To prevent 
this from happening, it is important 
that the physician engaged in the re- 
search not only be in a position to 
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monitor the analysis of data which are 
to be presented to a medical group, 
but also should be prepared to join 
in formulating some of the problems 
to be solved. 


Working relationships. What are 
the characteristics of working relation- 
ships that allow for the most effective 
collaboration between social scientists 
and physicians? The most impoztant, 
and except for its importance perhaps 
a self-evident feature, is mutual re- 
spect and esteem. The one group 
must trust the other, must recognize 
that each has a professional contribu- 
tion to make, and there must be suffi- 
cient tolerance and confidence to 
counterbalance the long periods of 
delay which inevitably occur before 
field work observations can be trans- 
lated into finished documents. 


Another protective arrangement for 
insuring effective working relation- 
ships is the availability of reference 
groups. The social scientist who 
works in a medical setting as an iso- 
lated individual may have difficulty 
in rising above the status of technician 
and in keeping his investigations rele- 
vant to the field of sociology. Organi- 
zation of the BASR-Cornell research 
to allow a field worker to spend a 
majority of his time at Cornell while 
another group of sociologists studies 
and analyzes observations and data at 
the Bureau has in many respects been 
ideal. Here the importance of the 
field workers’ separate and auton- 
omous research interest remains clear. 
Of course, a similar although less 
likely risk may occur for the physician 
who associates himself with a group 
of social scientists in that he may re- 
main always the visiting expert, and 
not enter into the formulation and 
solution of problems wherein lies 
intellectual gratification for him. It is 
important that he keep constantly in 
mind, too, his medical colleagues who 
will be part of the ultimate audience 
and who will participate in judging 
the work that is being done. 


SOCIAL PROBLEMS 


Free communication between phys- 
icians and social scientists is impor- 
tant for obvious reasons, and to this 
end Goss has correctly emphasized the 
importance of educating physicians to 
an understanding of social science 
terminology and concepts. But how 
much should physicians be expected 
to learn about social science? How 
far should their education extend? 
The answers to neither of these ques- 
tions are immediately at hand be- 
cause the whole field of social science 
in medicine is expanding at such a 
rapid rate that it may be accepted as 
a truism that no one in the field at 
the moment knows enough. From my 
own experience, however, I would 
say that it is necessary for physicians 
participating in collaborative research 
to learn the terminology used by the 
social scientists and the definitions of 
the terms commonly used to describe 
their methods and data. They should 
also learn something of the different 
types of specialization in social sci- 
ence. Mrs. Goss has noted that she 
was asked if she were a social worker. 
A higher degree of discrimination 
than this is obviously desirable. Some 
idea of the training and point of view 
of the social anthropologist, of the 
social psychologist and of sociologists 
of various schools is necessary for 
understanding what kinds of contribu- 
tion to research each may be expected 
to make. The physician who intends 
to do collaborative research needs 
primarily perhaps to learn to recog- 
nize a good social scientist when he 
sees one. 


He also has the obligation to eval- 
uate data and to recognize when an 
appropriate scientific interpretation of 
it has been made. Social scientists, as 
a group, tend to be articulate, and 
their ability with words may at times 
momentarily hypnotize medical peo- 
ple. A second sober reaction may be 
that substance is lacking and that so- 
cial science, therefore, does not de- 
serve to be ranked with the natural 
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sciences as a rigorous academic dis- 
cipline. The physician collaborating 
with social scientists must not be mis- 
led by his colleagues’ first enthusiastic 
reponse, but must see to it that the 
interpretations which issue from the 
research group conform to the high- 
est standards of scientific critique that 
would be exacted of medical investi- 
gators. To do this properly, he must 
be able to recognize the scientific 
bases for social scientific method. 


The above may erroneously suggest 
that I believe a physician working in 
this field should become a social sci- 
entist. An analogy may clarify my 
position. The clinical investigator 
working on studies of blood electro- 
lytes today must know a great deal 
of biochemistry and frequently finds 
himself working with biochemists 
Even the best such investigators would 
probably not qualify for a doctoral 
degree in biochemistry, nor is it de- 
sirable that they should. In the same 
way, it would seem to me quite un- 
fortunate if it were necessary for 
physicians, after completing their 
training, to qualify for graduate de- 
grees in social science before they 
could contribute meaningfully to re- 
search. Donald Young has indicated 
that “the sociologist studies people for 
what he can learn ‘about behavior, 
[while] the physician or social worker 


is under compulsion to do something 
to help the patient or client.” (3) In 
setting up this dichotomy, however, 
he neglects a large area for joint in- 
vestigation. The clinical investigator 
is well-adjusted to searching for fun- 
damental principles that explain ab- 
normal human function without 
necessarily being immediately able to 
help his patient. Joint efforts by so- 
ciologists and physicians may appro- 
priately be made to lighten the 
darkness concerning the relation of 
the well and ill human to his social 
environment, as well as to elucidate 
the educational process that may cre- 
ate better physicians. This is basic 
research, and it is immaterial whether 
it is labeled medical or sociological. 
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Behind medicine, as behind all system- 
atic and applied science, is research whose 
findings have become part of the social 
heritage of the medical profession, and in 
front of medicine lie the unsolved research 


problems in whose solution medical doc- 
tors are being joined today by biologists, 
chemists, physicists, and biometricians. 
These two magnificent volumes present 
us with the many-faceted labors and th: 
network of agencies that are committed 
to the improvement of human health in 
the United States. 

The first volume is an impressive survey 
of the biological, chemical, physical, and 
mathematical foundations of medical and 
biological research, the research agencies, 
and the way in which research results 











are cleared and the products of medical 
research are controlled. In the second 
volume are the detailed statements of un- 
solved clinical problems in _ biological 
perspective: metabolic conceptualization, 
cancer, infertility, arteriosclerosis, hyper- 
tension, the rheumatic syndromes, tuber- 
culosis, the nature of viruses and of virus 
diseases, alcoholism, and the biology oi 
schizophrenia. 

Very recent years have seen the rise of 
what has been called medical sociology 
which concerns itself with social problems 
in medical care, in medical practice, in 
professional organization and bureaucracy, 
and in the social organization of hospitals 
and clinics. No less significant are the 
problems for medical sociology pointed up 
by these two volumes, particulary analysis 
and research in the etiology of disease 
itself. To be sure, in the study of al- 
coholism and mental illness sociologists 
have made no small impress; one necd 
only instance the recent work of Charles 
R. Snyder at Yale on culture and sobriety, 
a study of Jewish drinking habits, the 
current investigation by Jerome H. Skol- 
nick, also at Yale, on Protestant drinking, 
habits, and the compendium of material 
in the book edited by Arnold M. Rose for 
the Society for the Study of Social Prob- 
lems, Mental Health and Mental Disorder; 
A Sociological Approach. But other, less 
widely publicized fields, lie open. In epi- 
demiology the recent (1953) words of Dr. 
Thomas Francis, Jr. need to be heeded: 
“If social influences contribute to a com- 
plex etiology or to continuation of a 
disturbance, they are pathogenic influences 
which can be disclosed and integrated by 
proper epidemiological investigation just 
as other factors can.” Moreover, in hyper- 
tension, asthma, gastric ulcers (to men- 
tion a few) there are broad areas of in- 
vestigation for sociologists if medical re- 
searchers and foundations will mesh them 
into the work. 

Sociologists will find highly stimulating 
the entire section in volume one of Med- 
ical Research titled “Social Influences in 
Relation to Biological and Medical Re- 
search and in Relation to the Investigator,” 
and sociologists interested in education will 
find the statement of the problems of in- 
troducing social science and social concepts 
into medical education suggestive. 

To medical sociologists the words of the 
American Foundation on what can be done 
by the individual practitioner about social 
factors pertinent to patients’ conditions in 
actual medical practice are both a caution 
and a_ challenging invitation: ‘The 
plain truth is that, in medical prac- 
tice, recognition of the importance of so- 
cial factors is one thing, and the possibility 
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of dealing with them medically quite an- 
other. The practitioner that most firmly 
believes that it is not possible to under- 
stand his patient’s condition without 
knowledge of the patient’s work and work 
relations, his economic status, his philos- 
ophy of life, his family life, his friends and 
the psychologic implications of all of these 
has usually only limited opportunity to 
take any of these into account in actual 
treatment. Sometimes he deals with these 
intangibles so far as he can find time and 
so far as God gives him wisdom. Some- 
times he keeps within the more familiar 
boundaries of physical symptoms and 
passes the rest to psychiatrists. Always he 
knows how importantly stressful social 
and environmental factors figure in the 
given disease; and always he must recog- 
nize the inability of any individual to deal 
with many of them.” 
Brooklyn College 
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Culture and Mental Disorders. By Joseph 
W. Eaton and Robert J. Weil. Glencoe: 
The Free Press, 1955. 254 pp. $4.00. 


As Karl Menninger states in the Fore- 
word of this book, “. . . Culture does seem 
to have a major influence in shaping per- 
sonality and the frequency of personality 
failures. This is a hypothesis to be tested 
by further researches.” This reviewer 
wishes to second the motion. There is 
now a long list of bygone and illustrious 
psychiatrists, including Adolf Meyer, Karen 
Horney, and Harry Stack Sullivan who 
felt, as Menninger does, as Fromm does, 
and as James S. Plant does, that culture 
plays a major role in shaping the develop- 
ment or etiology and the specific psycho- 
pathology of mental disorders. However, 
there have been few, almost no demon- 
strations of the how and the why of etiol- 
ogy in given cultural backgrounds, and 
practically no descriptions of specific psy- 
chopathology. This is a book which sets 
the scenes for important and perhaps cru- 
cial discoveries by locating a significant 
problem. Unfortunately, while one searches 
through it for intimate studies in depth of 
individuals and “probands” (studies of the 
families of problematic individuals) to lo- 
cate a differential illness pattern, one en- 
counters merely the older and once-official 
terminology of manic depressive reactions, 
etc. Instead of such intensive family 
studies of how Hutterites produce a men- 
tallv healthy male or female, matched with 
families in similar circumstances as con- 
cerns other variables where mental disorder 
is produced, this studv launches into a sur- 
vey of the quantity of mental imvairment. 
It would seem that a considerable oppor- 
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tunity was missed. One can only wish that 
the same gifted authors round out this 
picture in a most crucial area of mental 
health research. 

While the book has its importance in 
approaching a problem of crucial signif- 
icance, it is hard to see how it could have 
“delivered the goods.” It is not bad, 
scientifically speaking, to locate a major 
problem in etiology and differential psy- 
chopathology. A good many authors of 
so-called quantitative studies are not quite 
sure what they are studying, and hence 
cannot sensibly cope with the variables. 
But this research has no sampling base, or 
subsampling technique controlling  vari- 
ables, which would make intensive studies 
and the control of variables possible. In- 
stead, in the manner of Swedish and Dan- 
ish rural studies (such as Stromgren’s and 
Sjogren’s), surveys and a lifetime prev- 
alence rate are attempted. We say “at- 
tempted” since examination plus hearsay 
methods provide a poor net, and the Swed- 
ish legal insistence on parish records has 
no equal in Hutterite communities. Some 
earlier accounts had it that the Hutterite 
communities contained a population skewed 
in an elderly direction. Here the asser- 
tions to the contrary are not too convinc- 
ing. But even if this were now the case, 
the long-term lifetime prevalence rates 
would be affected by the earlier pattern. 
Be this as it may, it is difficult to compare 
lifetime prevalence rates, collected in one 
manner, with Norwegian and Swedish sur- 
veys, an area in Baltimore, one in Tennes- 
see, and surveys in Formosa, Bavaria, 
Thuringia, and Bornholm Island. Yet a 
chart on page 75 includes direct compari- 
sons of this motley list, regardless of the 
differences in the methodology of “casc 
finding,” and the invitation to “compare” 
is extended both there and on a few follow- 
ing pages, to New York State’s High Rec- 
ord. For reasons such as this, the richest 
part of the book is the generalized descrip- 
tion of Hutterite history and community 
life. How these factors relate to psycho 
logical ones should be studied by matched 
cases of the well and ill, based on a 
sample, and carefully analyzed and de- 
scribed. 

In other words, we are sure the authors’ 
discovery of a variant culture in the 
Hutterites of the United States and Canada 
constitutes an important first step in re- 
search. The stability and conservatism of 
the social pattern with its decided moral 
and religious emphases and constriction of 
individualistic and spontaneous impulses 
among the Hutterites no doubt have had 
an effect on their emotional expression. 
The details of this effect still must he 
worked out. These authors could do it. 


Cornell University Medical College and 
Payne Whitney Clinic 


Marvin K. OPLER 


Every Other Bed. By Mike Gorman. 
Cleveland and New York: World Pub- 
lishing Co., 1956. 318 pp. $4.00 


The main point of this book is one with 
which no reasonable person could take 
issue. The author, who is executive direc- 
tor of the National Mental Health Com- 
mittee and an old crusader for this worthy 
cause, fully documents his contention that 
more money should be allocated to treat- 
ment and research in mental illness than 
is currently the case. It is rather unfor- 
tunate that he should have felt compelled 
to bolster his argument by passing defini- 
tive judgments on the merits of various 
therapies and approaches in such a fashion 
as to suggest that, were he disbursing 
funds, several quite respectable avenues of 
research would immediately be cut off 
without a cent. 

Mr. Gorman is at his best when describ- 
ing the vast scope of the mental health 
problem as contrasted to the severely lim- 
ited facilities for coping with it. One fol- 
lows him sympathetically in his descrip- 
tion of the valiant efforts at convincing 
politicians that this is the case and can 
only applaud the successes he and other 
persons involved in the struggle have 
laboriously achieved. His analysis of the 
resistances encountered is less satisfactory 
than his description of them, although, 
when it comes to interpreting the causes 
for psychiatric personnel shortage, he does 
get directly to the heart of the matter by 
attacking the refusal of “Organized Medi- 
cine” to permit necessary expansion of 
medical training facilities. 

He summarizes scores of research proj- 
ects on various aspects of mental illness 
so that even well informed specialists in the 
field are likely to find out about new 
studies of interest. Gorman himself is 
explicitly biased in favor of organic ap- 
proaches and against psychoanalysis. He 
is very enthusiastic about chemotherapy 
and campaigns for it with little qualifica- 
tion. His attack on psychoanalysis, in 
whose “Temple” he was once a worshipper, 
is equally indiscriminate except that he 
exempts particular prominent analysts like 
Karl Menninger, Robert Knight, Frieda 
Fromm-Reichmann and Franz Alexander 
when it serves his purposes to do so. The 
possibility is never seriously entertained 
that drugs, useful as they may be in re- 
storing peace to mental hospital wards, 
have as their main therapeutic function 
rendering patients amenable to some form 





of psychological treatment. 


Gorman’s comments on sociological re- 
search in the field of mental health are 
equally polemical and arbitrary. He con- 
demns the ecological research of Faris and 
Dunham along with the efforts of Belknap 
and Jaco but admires Clausen. Leighton 
is quite acceptable but Hollingshead and 
Redlich are “masters of verbalization” 
squandering “public moneys.” One often 
has the impression that too much time in 
the ring has left this old battler throwing 
punches at people who are really in his 
corner. More seriously though, this book 
does lead the reader to raise questions 
about the ethics of popular writing on sci- 
entific subjects. Because of the highly 
dubious nature of some of his judgments 
about investigations and theories with 
which one is familiar, one certainly is not 
inclined to trust his summaries of 
studies that one knows less about. The 
lay reader has no such protection and is 
easily misled. It is unfortunate that Gor- 
man was not able to abandon the fierce 
convictions and pugnacity that may have 
served him well in his role as crusader 
when he assumed the role of scientific 
popularizer. If he had been able to do so, 
the book would have been a more balanced 
contribution to an extremely important 
cause. 

Brandeis University 
Maurice R. SteIv 


Migration and Mental Disease; A Study of 
First Admissions to Hospitals for Mental 
Disease, New York, 1939-1941. By Ben- 
jamin Malzberg and Everett S. Lee. 
New York: Social Science Research 
Council, 1956. v, 142 pp. $1.50 


The purposes of this monograph—to 
demonstrate the methodological possibil - 
ities of recent census data for discovering 
characteristics of the population by migra- 
tion status and to use sound statistical in- 
ferences instead of speculation about the 
relation of mental disease and migration— 
are well fulfilled. With age, sex, and color 
controlled, the rates of first admission to 
hospitals for mental disease in New York 
State in 1939-1941 were much higher for 
migrants than for non-migrants, and the 
differentials were especially large for the 
most recent migrants. 

Judging from the consistency of the pat- 
terns of differentials when various alterna- 
tive definitions of migrants were used and 
the advantages for a study of New York’s 
policies governing admission to mental hos- 
pitals and the method of keeping records, 
it seems likely that the findings really re- 
flect a generally higher incidence of mental 
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disease among migrants than among non- 
migrants. But the authors are properly 
cautious about generalizing, and examine 
in detail possible sources of error and bias 
in the raw data, in their manipulative pro- 
cedures, in the peculiarities of New York, 
its attraction for migrants, its hospital fa- 
cilities and policies, and in the use of 
first admission rates as indicators of the 
incidence of mental disease. They note also 
that from a study of this sort, comparing 
migrants and non-migrants only at the 
destination, it is not possible to determine 
whether the differences found are due to 
selection of migrants at the source, to the 
stresses involved in migration itself, or to 
the stresses of adjustment at the destina- 
tion. 

Most of these problems of interpretation 
will be solved with enough replication ot 
this study in other areas and with the ap- 
plication of similar methods for compariny 
migrants and non-migrants at places of 
origin. The use of first admissions as in- 
dicators of the incidence of mental dis- 
ease, however, poses a fundamentally dif- 
ferent problem not touched by replication. 
The authors note in several places that 
willingness and ability to care for mentally 
il! rersuns at home surely varies with the 
social class level, familv structure, housing 
facilities, and community conditions (pp. 
45-46, 123), but aside from this generaliza- 
tion, they invoke such presumed variation 
only in an ad hoc and speculative fashion 
(e.g. p. 92), and do not consider it as an 
explanation in other situations where it 
appears eaually applicable. One hopes that 
in the full revision of the 1928 bulletin. 
the SSRC Committee on Migration Differ- 
entials (this monograph is a part of that 
larger project) may be able to recommend 
means by which this problem can _ be 
tackled. 

An introduction bv Dorothv S. Thomas 
not only puts Malzberg’s and Lee’s work 
into context. but provides a convenient 
brief and critical summarv of earlier studies 
which attempted to relate migration to 
ment?! disease. 

University of California, Los Angeles 
Rutn RIEME® 


Mental Health and Infant Development. 
Fdited by Kenneth Soddy, M.D. New 
York: Basic Books, Inc., 1956. Vol. 1, 
xix, 308 pp. Vol. 11, v, 289 pp. 


These two volumes include the proceed- 
ings of the International Seminar held by 
the World Federation for Mental Health 
in Chichester, England, in 1952. The sem- 
inar was a residential training course. 
Fifty-one persons from thirty different 
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countries studied Mental Health and In- 
fant Leveiopment under the direction of a 
faculty of twenty-four specialists from 
psychoanalysis, psychiatry, psychology, an- 
thropology, education, sociology and sociai 
work. 

The seminar stressed a growing realiza- 
tion that mental health and mental ill- 
health fall between the sciences and can 
be understood only through interprofes- 
sional study. This alone makes this inter- 
disciplinary effort on the part of interna- 
tional groups a genuine contribution. Men- 
tal hygiene became a cooperative quest on 
a world-wide scale. 

This international seminar was more 
than a study of mental health and infant 
development. It provided an opportunity 
to test group procedures and a chance to 
gain some understanding of other cultures, 
of cross-cultural conflicts, of social change 
and “to widen the horizon of the partici- 
pants.” There were lectures, group discus- 
sions and films. 


The first volume gives, in reduced form, 
all the lectures presented in the seminar. 
In the second volume thirteen case histories 
provide graphic evidence of the patterns 
of child development in the United King- 
dom, in France, and in the United States. 
Several specialists discussed the child de- 
velopment patterns in thees three countries. 
Other cultures were considered briefly, 
notably preliterate cultures in New Guinea. 
In all societies there are many variations 
in the child’s preparation for life, stressing 
the fact that one of the characteristics of 
any type of unity is differentiation. A view 
of different cultures with all the variations 
indicates that the possible “normal” and 
“abnormal” human adjustments are almost 
endless in number. 

Social changes and crises were con- 
sidered, but equally important little day- 
by-day experiences (toilet training, wean- 
ing, discipline, etc.) were not neglected. 
Attention was drawn constantly to inter- 
personal relations with those who rear 
children—parents, grandparents, brothers 
and sisters. The father-mother relationship 
and the paternal and maternal “function,” 
especially the latter, seemed most signifi- 
cant. The mother-child relationship on an 
early emotional level was stressed as es- 
sential. Separation from the mother re- 
sulted in a collapsed world for the child, 
especially where the mother was the very 
foundation of the child’s existence. Often 
the emotional, social, mental and even 
physical symptoms of maternal deprivation 
were progressive. 

A total child, a_ social-organic-mental 
unity, was under consideration in the family 
as a whole in a social, cultural and eco- 
nomic setting. The child’s life became a 


functioning unity involving the mother and 
other persons and objects. In the presence 
of these attributes the child felt secure and 
evidenced a high degree of organization. 
The removal of an important object, the 
mother for instance, destroyed the iunc- 
tioning totality and unity. A new unity 
needed to be achieved. Until this happened 
the child was disorganized. 

It was the opinion of the editor that 
“the outstanding contribution was that of 
the Behavioural Sciences, in particular cul- 
tural anthropology and sociology.” How- 
ever, these contributions were made in co- 
operation with biological sciences and not 
apart from them. 

Anyone interested in mental 
should study the entire report. 
University of Rhode Island 

L. Guy Brown 


hygiene 


Culture and Human Fertility. By Frank 
Lorimer. New York: UNESCO (Colum- 
bia University Press, Distributors), 1955. 
514 pp. $4.50. 

The subtitle suggests the theme, “A 
Study of the Relation of Cultural Con- 
diticns to Fertility in Non-industrial and 
Transitional Societies.” Five contributors 
have written sections pertinent to partic- 
ular cultures, the more lengthy of these 
being a ten-chapter analysis of the Bra- 
zilian birth rate by Giorgio Mortara. 
Lorimer’s half of the book seeks to find, 
in the numerous anthropological accounts 
of preliterate peoples everywhere, scattered 
snatches of demographic data, and, where 
it exists, more substantial vital statistics, 
a pattern or set of principles which will 
explain why peoples do or do not have 
children in the numbers of which they are 
biologically capable. 

Both the sponsors (UNESCO). and the 
author recognize the hypothetical and ten- 
tative nature of the formulations. The 
cautious, qualified, frankly modest attitude 
of Lorimer is balanced by the committee’s 
tolerance of certain formulations on which 
there is no agreement, believing, as Frank 
W. Notestein states in the Preface, that 
more is to be accomplished “both con- 
structively and provocatively” at this 
stage by an “untrammeled product” of the 
author than by a work which “achieved 
unanimous agreement but an emasculating 
compromise.” 

The attempt to bring from the mass 
of scattered evidence any set of principles 
or laws regarding populations is in itself 
of great significance. Whether other work- 
ers will find more logic in Lorimer’s form- 
lations than he finds in the comprehensive 
theories of three schools of predecessors 
he reviews (Carr-Saunders to the Yale 
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Cross-Cu'tural Survey), time and a more 
exact collection of data on fertility patterns 
alone will tell. 

Evidences of differential fecundity are 
reviewed with the conclusion that “capac- 
ity for procreation of some populations is 
well above observed rates in many popula- 
tions in which fertility is relatively free 
from any conscious control. .. .” (p. 56). 
In populations where there are no “recog- 
nized social conditions tending to lower 
fertility,” births range from six to eight 
with six being nearer the norm than eight. 
He feels that malnutrition anu disease, in 
addition to possible genetic factors, may be 
operative. Yet he recognizes that even in 
such populations, subtle cultural influences 
may be operative, even though the cul- 
ture is favorable generally to high fertility. 

The major part of the survey is given 
to cultural factors of a direct and observ- 
able sort, and an attempt is made to corre- 
late recurrent culture patterns in preliterate 
societies with fertility. Kinship structure is 
the main factor with which he is able to 
identify fertility patterns. His review of 
African data, particularly, suggests the 
possible relationship between high fertility 
and “corporate unilateral kinship groups.’ 
Their strong emphasis on mother rights or 
father rights “tends to generate strong 
motivations for high fertility.” (p. 90). 
This hypothesis is broadened later, after 
a review of further evidence, into this final 
conclusion: “Perpetual groups of a cor- 
porate character, with membership wholly 
or mainly determined by descent, and with 
established lines of authority usually imply 
emphasis on inter-group economic and cul- 
tural competition within a society, and are 
frequently associated with a tribal organi- 
zation oriented toward military power in 
competition with other societies for the 
control of natural resources. Such groups 
tend to motivate and support high fer- 
tility.” (p. 247). 

This hypothesis illustrates both the ap- 
proach and type of general hypotheses ad- 
vanced. This is, in fact, the major hypoth- 
esis arrived at in reference to preliterate 
cultures, cultures to which most space is 
given. 

For transitional cultures, examples are 
taken primarily from the history of Eu- 
rope, England, colonial America, the Soviet 
Union, Japan, Brazil, and Puerto Rico. 

In the pre-industrial stage, he finds two 
contradictory trends: (1) values of the so- 
cietal organization may sustain high fertil- 
ity or reduce it; (2) where there is wide- 
enread disorganization, values may have 
little effect on fertility. It will then be a 
product of biological capacities and drives 
and of physiological conditions affecting 
fecundity (like venereal disease) or of 
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deviant personal interests. 

The critical questions, of course, are: (1) 
are the generalizations more valid for cul- 
tures generally than those of previous 
workers? (2) are they sufficiently specific 
to increase understanding? Certainly, read- 
ers will vary in their judgment here. No 
one can be critical of the objectives sought 
or the serious efforts expended in the quest. 
In the attempt to relate culture patterns to 
bio-social phenomena like the birth rate, 
we must expect many contradictions, even 
if the Lorimer patterns, or some others, 
should be established as having some gen- 
eral prevalence among peoples of diverse 
cultures. 

In a final plea for demographic data of 
a more accurate character, Lorimer says, 
“The degree to which a society is able to 
determine its own destiny depends in part 
va the extent to which it participates in 
advancing the general fund of the world’s 
knowledge about human affairs and on its 
capacities to interpret accurately the con- 
ditions affecting its own life.” (p. 251). 
State College of Washington 

Paut H. Lanopts 


Two Jamaicas; The Role of Ideas in a 
Tropical Colony, 1830-1865. By Philip 
D. Curtin. Cambridge: Harvard Uni- 
versity Press, 1955. xiv, 270 pp. $4.75. 


This study will probably not impress 
sociologists, even including those with a 
special interest in the island with which 
it deals, although the reviewer, who was 
born in Cuba, only a short distance to the 
north of Jamaica, was glad to have an 
opportunity to read this book because his 
concern about the Caribbean area con- 
tinues to be strong. Sociologists will show 
little interest in this book not because the 
problems indicated and the social situations 
described are not rich in sociological im- 
plications, but because social relationships 
are dealt with for the most part in a 
rather summary fashion. This is appar- 
ently due not so much to a lack of recog- 
nition of their significance on the part of 
the author as a failure to find in the litera- 
ture and archives very much information 
about them. 

The value of other than historical ap- 
proaches is recognized and an indebted- 
ness is admitted to certain anthropological 
investigations. Nevertheless, the traditional 
historical procedures and techniques have 
been closely followed and the maior part 
of the research consists of examining the 
documents relating specifically to the pe- 
riod selected which were to be found in 
American (United States, Jamaican and 
British) libraries, even though there was 
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a mild attempt not to be completely 
limited to them. The extensive bibliog- 
raphy cited is almost entirely of this char- 
acter. 

To limit himself arbitrarily, as the au- 
thor does, to a restricted number of years 
without developing a longer perspective 
makes difficult complete understanding of 
even the period in question and seems at 
times to leave events hanging more or less 
by themselves, unrelated to each other and 
to previous and subsequent occurrences. 
The changes which appear to have sud- 
denly taken place in 1865, for example, 
had been developing for a long time and 
many of the problems of present-day Ja- 
maica have their roots in the slavery and 
early emancipation periods. 

Many important factors were glanced 
over by the author. Such are the role of 
the missionaries in emancipation and inde- 
pendence movements, in the transmission 
of ideas from one country, area, or eco- 
nomic and social class to others, and the 
social implications of land tenure systems. 
Although the author recognizes that the 
decline of the “planters” who so com- 
pletely dominated Jamaican society at one 
time was not identical with the general 
economic decline (in spite of apparent sta- 
tistical evidence to that effect), one is 
almost inclined at times to feel that he 
is, nevertheless, almost convinced of this, 
since he overlooks the development of an 
extensive internal market during this time. 
Investigation of the factors which led to 
the improvement and enlargement of the 
sugar industry in other places, such as 
Cuba, during the time it was declining in 
Jamaica, would also have helped give the 
reader a better and more rounded picture 
of the situation. A great deal of informa- 
tion of this sort is available in Spanish 
at least, if not in English. The existence 
of a large majority of inarticulate and il- 
literate persons who left little record of 
their manner of thinking and acting is 
mentioned, but apparently no effort was 
made to find a substitute for documentary 
records in order to discover how they in- 
fluenced historical development. 

Recognition is given to the contribution 
which social scientists can make to _his- 
torical research. Although the author 
seems to believe that an integration of 
points of view of the various social sci- 
ences would result in a more adequate un- 
derstanding and more incisive analysis, he 
does not appear to have done much con- 
sultation with experts in other fields. One 
of the reasons for this undoubtedly was 
that sociologists, in the United States at 
least, have given relatively little attention 
to the historical aspects of the problems 
with which they deal, and studies even of 


social stratification from the point of view 
of changes through time are really only in 
an initial stage. 

It is hoped that Dr. Curtin will be able 
to continue his research in Jamaican his- 
tory, joining forces with others with sim- 
ilar interests, thus strengthening new or 
already existing research groups and cen- 
ters whose purpose it is to carry on and 
promote Caribbean studies. Although cross 
fertilization in this case seems to have been 
somewhat superficial, at least a beginning 
at interdisciplinary cooperation has been 
made. 


Mexico, D. F., Mexico 
RosBerto CuBA JONE3 


The Exurbanites. By A. C. Spectorsky. 
Philadelphia and New York: J. P Lip- 
pincott Company, 1955. 278 pp. $3.95. 


Spectorsky’s popular and breezy descrip- 
tion of New York’s exurbia—the commut- 
ing area just beyond the suburbs—is hardly 
a substitute for a systematic community 
study. It is, however, a sensitive por- 
trayal of the life-style of a numerically 
important group of exurbanites—those as- 
sociated with some branch of the adver- 
tising and communications industry. The 
chapters of the book add up to an ideal 
type picture of their values and behavior 
patterns. 

To the sociologist, one theme seems pre- 
dominant—the relation between work and 
leisure. The exurbanite’s work in adver- 
tising agencies and mass media organiza- 
tions appears intrinsically alienated and 
anxiety-ridden. The reward is a high sal- 
ary, necessary to provide for the consump- 
tion and leisure gratifications of exurban 
living. Since income is never sufficient to 
satisfy wants, the drive for more money 
is persistent. ; 

Comfortable leisure in a rural setting 
should offer a complete contrast to the 
hectic urban professional world, but these 
exurbanites are incapable of escaping from 
what they themselves term the “rat-race.” 
Week-day tensions engender a “willfully 
frenetic gaiety” on week-ends. Their col- 
leagues in recreation are typically those of 
their business worlds. The vast geographic 
distance between home and office does not 
produce a psychic separation. 

Despite his penchant for journalistic 
glibness, Spectorsky has graphically pin- 
pointed a basic feature of contemporary 
metropolitan society, which is, paradoxic- 
ally, at its most extreme in the furthest 
fringes. 


Rutgers University 
WILLIAM SPINRAD 
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A Manual of Intergroup Relations. By 
John P. Dean and Alex Rosen. With a 
foreword by Charles S. Johnson. Chi- 
cago: University of Chicago Press, 1955. 
xiii, 194 pp. $3.75 


For a long time those whose work has 
impinged upon intergroup relations have 
realized that specialized techniques and a 
great deal of information and skill are 
necessary for successful handling of even 
routine intergroup contacts. With this 
manual, intended primarily for practition- 
ers in group-work agencies, the authors 
have put into clear, concise language the 
principles and techniques evolved by those 
who have been thrust by circumstances 
into this kind of work, as well as informa- 
tion made available by scholars whose in- 
terests have led them to do research in 
this area. 

The authors do not claim to be infallible, 
nor do they proceed as if all of the evi- 
dence were in. They state clearly what 
has been amply demonstrated and what is 
now only hypothesis; they point out 
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frankly questions which are not yet sup- 
plied with answers. On the whole, how- 
ever, they have plenty of good, solid an- 
swers which recognize straightforwardly 
the practical problems that beset the group 
worker. 

Dean and Rosen reject the view that if 
obstacles to intergroup friendship are re- 
moved, interracialism will be the natural 
and inevitable course of events. They con- 
sider a positive approach essential to the 
development of an integrated program; 
and, in their opinion, considerable skill is 
necessary to effect such a program. They 
reaffirm Kenneth Clark’s view that de- 
mocratizing local practices is far easier if 
there is firm enforcement of the new policy 
by responsible authorities and calm as- 
sumption that the policy will be taken for 
granted. 

This is a constructive and useful guide 
for anyone who must deal with the com- 
plex area of intergroup relations today. 
New Lincoln School 

Masev M. SMYTHE 


Case studies give insight into relations between . . . 


OPINIONS and PERSONALITY | 


By M. Brewster Smith, Social Science Research Council, and 
Jerome S. Bruner and Robert W. White, both of Harvard 


University 


This book looks at the lives and characters of ten normal men in the 
midst of their adult lives and asks: What function is served in each life 
by holding a particular set of opinions about Russia and Communism? 
By re-examining various classic problems of opinion research, the work 


context of lives in progress. The results of these extensive case studies of 


normal adults serve to reconcile the one-sided accounts often given by 


ing them into balanced perspective. These portraits also emphasize the 
importance of constructive processes in the functioning of personality, 
and the key role played by attitudes and values in the processes. 1956 


294 pages. $6.00. 


Send for examination copy. 


JOHN WILEY & SONS, Inc. 


440 Fourth Avenue 


| 
| helps to clarify the very nature of opinion and presents opinion in the 


psychoanalysis, sociology, trait psychology, and cognitive theory, bring- | 


New York 16, N.Y. 
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Clyde Kluckhohn. How the Soviet Sys- 
tem Works. Cambridge: Harvard Uni- 
versity Press, 1955. xiv, 274 pp. $4.75. 


Bendix, Reinhard. Work and Authority in 
Industry. New York: John Wiley & 
Sons, 1956. xiii, 466 pp. $7.50. 

Berkovits, Eliezer, Judaism, 


Ferment? New York: 
Library. xii, 176 pp. $4.50. 


Fossil or 
Philosophical 


Blau, Peter M. Bureaucracy In Modern 
Society. New York: Random House, 
1956, 127 pp. $.95. 

Bloch, Herbert A. and Frank T. Flynn. 
Delinquency: The Juvenile Offender in 
America Today. New York: Random 
House, 1956 xii, 597 pp. $6.00 


Brill, John. The Chance Character of 
Human Existence. New York: Philo 
sophical Library, 1956. 150 pp. $3.75. 


Carroll, John B. (Editor). Language, 
Thought, and Reality; Selected Writings 
of Benjamin Lee Whorf. New York: 
John Wiley & Sons, 1956. xi, 278 pp. 
$6.00. 


Cockefair, Edgar A. and Afa Milam Cocke- 
fair, The Story of You. Madison: Milam 
Publications, 1955. No price indicated. 


Coser, Lewis. The Functions of Social 
Conflict. Glencoe: The Free Press, 1956. 
188 pp. $3.50 


Cuber. John F., Robert A. Harper, and 
William F. Kenkel. Problems of Ameri- 
can Society: Values in Conflict. (Third 
Edition). New York: Henry Holt & 
Co., 1956. xviii, 510 pp. $5.50. 


Dahl, Soran. The One, Two, Three of tie 
Universe. New York: The William- 
Frederick Press, 1956. 16 pp. $1.00. 


Elements of a Community Mental Health 
Program, The Papers Presented at the 
1955 Annual Conference of the Mill- 
bank Memorial Fund, New York: Mil- 
bank Memorial Fund, 1956. 224 pp. 
$1.50. 

Ewing, Upton C. Thresholds of Existence. 
New York: Philosophical Library, 1956. 
xiii. 286 pp. $3.75. 

Fromm, Erich. The Sane Society. 
York: Rinehart & Co., Inc., 
370 Pp. $3.75. 


New 
1955. Xiii, 
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Gist, Neel P., and L. A. Halbert. Urban 
Society. New York: Thomas Y. Crowell 
Co., 1956. xiii, 513 pp. $5.50. 

Gluckman, Max. Custom and Conflict in 
Africa. Glencoe: The Free Press, 1956. 
ix, 173 pp. $3.50. 

Grace, Daughter of God. Alpha and 
Omega. New York: The William-Fred- 
erick Press, 1956. 23 pp. $1.00. 

Hankin, Francis. Making Democracy Work. 
Washington: Public Affairs Press, 1956. 
75 pp. $1.00. 

Henry, William E. The Analysis of Fan- 
tasy. New York: Tohn Wiley & Sons, 
1956. xiii, 305 pp. $6.00. 

Hillman, Arthur. Sociology and Social 
Work. Washington: Public Affairs Press, 
1956. 72 pp. No price indicated. 

Hogan, John D. and Francis A. J. Ianni, 
American Social Legislation. New York: 
Harper & Brothers, 1956. xvi, 713 pp. 
$6.50. 

Housdon, Leslie. The Prevention of 
Cruelty to Children. New York: Philo- 
sophical Library, 1956. 406 pp. $7.50. 

Hirning, Jacob L. and Alma L. Marriage 
Adjustment. New York: American Book 
Company, 1956. viii, 456 pp. $5.00. 

Kine, C. Wendell. Social Movements in 
the United States. New York: Random 
House, 1956. 127 pp. $.95. 

Klapp, Orrin E. Ritual and Cult. Washing- 
ton: Public Affairs Press, 1956. vi, 
40 pp. $1.00. 

Lenn, Theodore I. Workbook and Read- 
ings in Sociology, New York: Appleton- 
Century-Crofts, Inc., 1956. x, 325 pp. 
$2.40. 

Lindesmith, Alfred R. and Anselm L. 
Strauss. Social Psychology (Revised Edi- 
tion). New York: The Dryden Press, 
Inc., 1956. xvi, 703 pp. $5.50. 

Loewy, Herta. Training the Backward 
Child. New York: Philosophical Library, 
1956. 166 pp. $3.75. 

Mannheim, Hermann and Leslie T. Wil- 
kins. Prediction Methods in Relation 
to Borstal Training. London: Her Maj- 
esty’s Stationery Office, 1955. 17s.6d. 

Mayer, Frederick and Frank E. Brower. 
Education For Maturity. Washington: 
Public Affairs Press, 1956. vi, 155 pp. 


$3.25. 


Mello, Ada Silva. Marv: His Life, His 
Education, His Happiness. New York: 
Philosophical Library, 1956. 729 pp. 
$6.00. 
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Mercer, Blaine E. The American Conmu- 
nity. New York: Random House, 1956. 
Xv, 304 pp. $3.75. 

Mitchell, Helena. Life as a _ Visitation. 
New York: The William-Frederick Press, 
1955. I5 pp. $1.00. 

Mora, Manuel R. Garcia. International 
Law and Asylum as a Human Right. 
Washington: Public Affairs Press, 1956. 
vi, 171 pp. $4.50. 

Putnam, George N. and Edna M. O’Hern. 
The Status Significance of an Isolated 
Urban Dialect. Washington: The Catho- 
lic University of America Press, 1955. 
Vv, 32 pp. $.50. 


Rae, Frederick B. Alcoholism. New York: 


Philosophical Library, 1956. 143 pp. 
$3.50. 

Redfield, Robert. Peasant Society and 
Culture. Chicago: The University of 


Chicago Press, 1956. vii, 162 pp. $3.50. 


Riesman, David. The Oral Tradition, The 
Written Word, and the Screen Image. 
Yellow Springs: The Antioch Press, 
1956. 40 pp. $.50. 

Rogers, Martha E., Abraham M. Lilier- 
feld, and Benjamin Passamanick. Pre- 
natal and Paranatal Factors in the 
Development of Childhood Behavior 
Disorders. Baltimore: The Johns Hop- 
kins University, 1955. 157 pp. No price 
indicated. 

Seeley, John R., Alexander Sims, and 
E. W. Loosley. Crestwood Heights. New 
York: Basic Books Inc., 1956. xv, 505 
pp. $6.50. 

Simmons, Harold E. The Psychosomatic 
Aspects of Cancer. Washington: Pea- 
body Press, 1956. v, 53 pp. $1.00. 

Social Profile of Detroit. Ann Arbor: 

University of Michigan. v, 46 pp. $1.25. 
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Societies Around the World (Shorter Edi- 
tion). Prepared by Howard Becker. 
New York: The Dryden Press, 1956. 
xviii, 811 pp. $6.50. 

Spingarn, Jerome H. Js Disarmament Pos- 
sible? Washington: Public Affairs Com- 
mittee, 1956. 28 pp. $.25. 

Steer, Margery W. New Frontiers of Rural 
America. Washington; Public Affairs 
Press, 1956. 48 pp. $1.00. 

Stewart, David A. Preface to Empathy. 
New York: Philosophical Library, 1956. 
157 PP. $3.75. 

Sutherland, Edwin and Donald R. Cressey. 
Principles of Criminology. New York: 
J. B. Lippincott Company, 1955. viii, 
646 pp. $6.25. 


Sykes, Gresham M. Crime and Society. 


New York: Random House, 1956. 121 
pp. $.95. 

Taft, Donald R. Criminology (Third Edi- 
tion). New York: The Macmillan 
Company, 1956. x, 770 pp. $6.50. 

Trends and Differentials in Mortality. 
Papers Presented at the 1955 Annual 
Conference of the Milbank Memorial 
Fund. New York: Milbank Memorial 


Fund, 1956. 165 pp. $1.00. 

Vivanco, Dr. Martin Rodriguez. Mono- 
grafias de Sociologia Pedagogica. Ha- 
vana: University of Havana, 1955. 88 
pp. No price indicated. 

Vorspah, Albert and Eugene J. Lipman. 
Justice and Judaism. New York: Union 
of American Hebrew Congregations, 
1956. xiv, 271 pp. $3.50. 

Wirth, Louis. Community Life and Social 
Policy. Chicago: The University of 
Chicago Press, 1956 xiv, 431 pp. $6.00. 


Yivo Annual of Jewish Social Science. 
Volume X. New York: Yivo Institute 
for Jewish Research, 1955. 320 pp. No 
price indicated. 








OFFICIAL REPORTS 


SOCIETY FOR THE STUDY OF SOCIAL PROBLEMS 
SIXTH ANNUAL MEETING 


Preliminary 


Program 


Statler Hotel, Detroit, Michigan 


September 6-9, 1956 


THURSDAY, SEPTEMBER 6 
8:30 A.M, 
REGISTRATION, Ballroom, Foyer 


EXECUTIVE COMMITTEE MEET- 
ING. Parlor E. 


9:00 to 11:30 A.M. 


PROGRAMS OF SPECIAL PROB- 
LEMS COMMITTEES OF THE 
SOCIETY: 

COMMUNITY RESEARCH AND 

DEVELOPMENT, Parlor B 


Chairman, Marvin SussMAn, Western 
Reserve University 


Report of the analysis of community 
action programs, projected at a meeting 
in Chicago, February 3-4, 1956, under 
the auspices of the Committee and the 
Center for the Study of Liberal Edu- 
cation for Adults, directed by Harry 
L. Miller. 


MENTAL HEALTH: Social Aspects 
of Treatment. Ivory Room. 
Chairman, E. Gartty Jaco, University 
of Texas, Galveston 

Otto von MeErING, Jr., Department of 
Psychiatry, University of Pittsburgh 
Social Work with Patient Groups 
and Therapeutic Milieu in State 
Mental Hospitals 

H. Warren DunHAM, Wayne University 
The Culture of the Mental Hospital: 
Its Significance for Patient Recov- 
ery 

Warren S. WriiaAmMs, M.D., Depart- 
ment of Neuropsychiatry, University of 
Texas Medical Branch 

Social Class Aspects of Psychiatric 
Treatment 

Discussant: S. Krrson WEINBERG, Roose- 
velt University 

Open discussion will follow from 10:30 
to 11:30 A.M. 

COMMITTEE ON STUDENT 
PARTICIPATION. Parlor C. 
Chairman, Emit Benn, Columbia Uni- 
versity 

Student views of professionalization will 
be discussed 
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ORGANIZATIONAL DYNAMICS. 
Parlor D. 


Chairman, Rosert W. Hapenstetn, Uni- 
versity of Missouri 

C. Wayne Gorpon, University of 
Rochester 

Organizational Dynamics of School 
Teacher-Pupil Relational Systems 
Atvin W. Govutpner, University of 
Illinois 

Cosmopolitans and Locals as Or- 
ganizational Roles 


Lioyp E. Ontry AND DonNELL M. Pap- 
PENFORT, Center of Education and Re- 
search in Corrections, University of 
Chicago 

Public Control of Correctional Or- 
ganizations 


Wru1um Lawton, Western Kentucky 
State Teachers College 

Dynamics of Corporation Dynas- 
ties 


SOCIAL STUDIES OF CRIME 
AND DELINQUENCY. Parlor F. 


Chairman, Samvuet Koentc, Brooklyn 
College 


Harry V. Barri, Pomona College 

Rent Control Violztions: An Empiri- 
cal Test of the Differential Pressures 
Hypothesis of Criminal Behavior 


NaTHAN GOLDMAN, Syracuse University 


A Definition of the Juvenile De- 
linquent 


Speaker to be announced. 


11:45 to 1:45 P.M. 


tara SESSION. Hotel Tul- 
er. 

ArTHUR Hitman, Roosevelt University, 
SSSP Program Chairman, presiding. 
Sociology and Social Work: Their 
Relationships at Mid-Century. 
Papers by Joseph W. Eaton, Western 
Reserve University, and 

Atrrep Kann, New York School of So- 
cial Work. 
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700 P.M. 


ANNUAL BUSINESS MEETING. 
Michigan Room. 


ARNOLD M. Rose, President, SSSP. 


200 to 6:00 P.M. 


GENERAL SESSION. Michigan 
Room. 
Co-Chairmen, Met Ravitz, Wayne Uni- 
versity, and Marvin B. SussMANn, West- 
ern Reserve University. 
Urban Renewal: New Processes of 
Secial Change and Control. The 
Detroit Scene 
Cuartes A. BLeEssiNnc, Director-Secre- 
tary, The Detroit Plan Commission 
Emeric KurtacH, Director, Detroit 
Neighborhood Service Organization, 
Frank S. SwWEETSER, Boston University 
Discussants: H. Warren DvuNHAM, 
Wayne University, Met Ravitz, Wayne 
University 
The Detroit Urban Renewal program 
will be presented as a case study, and 
the discussion will attempt to relate 
sociological theory and research methods 
to the newer forms of city planning, 
rebuilding and conservction. 


EXECUTIVE COMM!TTEE MEET- 
ING. Parlor E. 


JOINT SECTIONS WITH AMERI- 
CAN SOCIOLOGICAL SOCIE- 
TY, SEPTEMBER 7-9, 1956: 


FRIDAY, SEPTEMBER 7 
730 to 3:30 P.M. 


RACE RELATIONS 


Chairman, 
College 
Speakers and titles to be announced 


SOCIAL PSYCHIATRY 


Chairman, S. Kirson WEINBERG, Roose- 
velt University 


Ira pEA. Rem, Haverford 


Aucust B. Ho.ttrmcsHeap, Yale Uni- 
versity 
Theoretical and Methodological 


Questions Emerging from Interdis- 
ciplinary Research in Psychiatric 
Disorders 

James G. Miter, Mental Health Re- 
search Institute, University of Michigan 
Psychopathology and _ Behavioral 
Science 


Speaker to be announced 
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3:30 to 5:30 P.M. 


MEDICAL SOCIOLOGY 


Chairman, A. R. Mancus, Ohio State 
University 

Rosert Straus, State University of 
New York, Upstate Medical Center 
The Status and Nature of Medical 
Sociology 

Howarp E. Freeman and Leo G. REeEp- 
ER, The Rand Corporation 

Medical Sociology: A Review of 
the Literature 

Lois Pratt and Marcaret Mupp, Cor- 
nell Medical College 

Patients’ Medical Care Expecta- 
tions as Influenced by Patient- 
Physician Interaction 

Joun R. GorpsmirnH, Harvard Univer- 
sity Medical School 

The Sources of the Physician’s Au- 
thority 

F. Ivan Nye, State College of Washing- 
ton 

Family Attitudes and Psychoso- 
matic Illness in Adolescents 

Saxon GRAHAM, University of Pitts- 
burgh 

Socio-Economic Status, Illness and 
the Use of Medical Services 


THE FAMILY 


Chairman, Ernest R. Mowrer, North- 
western University 


Kurt W. Back, University of Puerto 
Rico, Reusen Hitt, University of North 
Carolina, J. Mayone Stycos, St. Law- 
rence University 

Communication and Common Ac- 
tion in Families; An Experiment 
on Family Planning in Puerto Rico 
Rosert F. Wrixcu, Northwestern Uni- 
versity 

Complementary Needs and Marital 
Adjustment 

Wir1amM F. Kenxket, Iowa State Col- 
lege 

Influence Differentiation in Family 
Decision Making 

F. Ivan Nye, State College of Washing- 
ton 

Child Adjustment in Various Types 
of Broken Homes and in Unhappy 
Unbroken Homes 

CrarK E. Vincent, University of Cali- 
fornia, Berkeley 

The Role of Middle-Class Norms in 
Theories and Studies of Illegiti- 
macy 








= 


Official Reports 


CRIMINOLOGY: Social Organiza- 
tion and Correction 

Co-Chairmen, Peter P. Lejins, Univer- 
sity of Maryland, and SAMUEL KOENIG, 
Brooklyn College 


Lioyp E. Outin, University of Chicago 
Social Change in Correctional Or- 
ganization 

Donatp R. Cressey, University of Cali- 
fornia, Los Angeles 

The Social Organization of Correc- 
tional Institutions 

Water C. Recktess, Smmon Dyrn17z, 
Eten Murray, Ohio State University 
The Non-Delinquent in High Delin- 
quency Areas 

James F. Suort, State College of Wash- 
ington 

Differential Association, Delin- 
quency and Self-Conception Among 
a Group of Institutionalized Delin- 
quents 

W. Marin Butts, Oberlin College 
An Educational Program in a Short- 
Term Correctional Institution 


SATURDAY, SEPTEMBER 8 


700 to 11:00 A. M. 


RACE RELATIONS 


Chairman, Ira pvEA. Rem, Haverford 


College 
Speakers to be announced 


730 to 3:30 P.M. 


CRIMINOLOGY 


Co-Chairmen, Peter P. Leyrns, Univer- 
sity of Maryland, and’ SAMUEL KOENIG, 
Brooklyn College 


Norman _ §. 
Washington 

Setting the Minimum Sentence in 
Washington State 

Harotp GARFINKEL, University of Cali- 
fornia, and SAut Menptovitz, Univer- 
sity of Chicago 

Some Decision-Making Rules that 
Jurors Respect 

Joseru K. Batocu, Bowling Green State 
University, and CHaArLEs J. RUMAGE, 
Ohio State University 

The Kvaraceus KD Juvenile Delin- 
quency Proneness Scale; A Method- 


Hayner, University of 


ological Study of the Predictive 
Factor Involved in Delinquent 
Phenomena 


Epwin M. Lemert, University of Cali- 
fornia, Davis 

Generality and Specificity in Crime; 
Check Forgery Considered 


w 
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Davin J. Pittman and C. Wayne Gor- 
pon, University of Rochester 
Socio-Cultural Influences in the 
Life Career of the Chronic Police 
Case Inebriate 


SOCIAL ROLES AND SOCIAL 
RELATIONS IN OLD AGE 


Co-chairmen, Ernest W. Burcess, Uni- 
versity of Chicago, and CLarK TrssitTs, 
Department of Health, Education and 
Welfare 


Erne, SHanas, University of Illinois 
The Roles of Older People in Con- 
temporary United States 

ZenA SmiTH BiAavu, Chicago 
Structural Constraints and Friend- 
ship Participaton in Old Age 
Bernarp S. Pups, Corneil Univer- 
sity 

Toward a Role Theory Model for 
Predicting Adjustment in Old Age 
BELLE Boone Bearp, Sweet Briar College 
The Social Space of the Centenar- 
ian 

Martin B. Loes, University of Kansas 
City 

Life Styles and the Aging Process 


730 to 5:30 P.M. 


SOCIAL PSYCHIATRY 


Chairman, S. Kirson WEINBERG, Roose- 
velt University 

BincHAM Dat, Duke University 
Obsessive-Compulsion Disorders in 
Chinese Culture 

Leo Srore, Cornell University Medical 
College 

Mental Health 
Community 

E. Gartty Jaco, University of Texas, 
Medical Branch 

An Analytic Survey of Social Fac- 
tors and Mental Disorders 
RICHARD SCHERMERHORN, Western Re- 
serve University 

Psychiatric Diagnosis and Scien- 
tific Method 

Harriet R. Mowrer, Wilamette, Illinois 
Concurrent Dyadic Therapy and 
Family Research 


SOCIAL WELFARE 


Co-Chairmen, Murray G. Ross, Uni- 
versity of Toronto, and JosepnH W. 
Eaton, Western Reserve University 


in a Metropolitan 


Burorp H. Junker, Community Sur- 
veys, Inc., Indianapolis 

Mass Philanthropy in a Midwestern 
City 
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Joun R. CaristiANsen, U. S. Depart- 
ment of Agriculture 

The Economic Security of Farm 
Operators in Relation to Old Age 
and Survivor’s Insurance 


Bruce M. Princite, Warter T. Watson, 
Southern Methodist University 
Appraising Social Welfare Organi- 
zation: A Survey of Services to the 
Cerebral Palsied in Dallas County, 
Texas 

Kurt Reicuert, New 
partment of Health 
Private Physicians’ Knowledge of 
Secial Agencies 


York State De- 


Crark E. Vincent, University of Cali- 
fornia, Berkeley 

A Comparison of Unwed Mothers 
Who Keep Their Babies with Un- 
wed Mothers Who Place Their 
Babies for Adoption 


700 P.M. 


PRESIDENTIAL ADDRESSES 


Chairman, Rosin 
Cornell University 


M. WILLIAMs, 


Jr., 
ArNoLp M. Ross, President, Society for 
the Study of Social Problems 

Theory for the Study of Social 
Problems 

HERBERT BiuMeER, President, American 


Sociological Society 
Social Analysis and “The Variable” 


SUNDAY, SEPTEMBER 9 


:30 to 3:30 P.M. 


THE FAMILY 


Chairman, Cuartes E. Bowerman, Uni- 
versity of Washington 

Ernest R. Mowrer, Northwestern Uni- 
versity 

The Family in Suburbia 

Cuarves F. Marpen, Rutgers University 
The Fraternal Dyad: Preliminary 
Analysis 

Georce Psatnas, Indiana University 
Ethnicity, Social Class, and Ado- 
lescent’s Independence from Pa- 
ternal Control 
Marvin B. SussMAn, 
University 

Social Class Differences in Child- 
Parents-in-Law Relationships 
Harvey J. Locke, Gerorces SABAGH, 
University of Southern California 
Interfaith Marriages 


Western Reserve 


SOCIAL PROBLEMS 


nw 


PANEL DISCUSSION OF RE- 
SEARCH METHODS IN THE 
STUDY OF AGING 

Chairman, Ernest W. Burcess, Uni- 


versity of Chicago 


LeonarD’ Z. 
Chicago 
Objective Criteria of Aging 
Determinants of Retirement 
Joserpu H. Brirron, Pennsylvania State 
University 

Factors in the Mental Health Status 
of Rural Older People 

SamueL M. Srronc, Carleton College 
Types of Adjustment in Old Age in 
a Midwest College Town 

E. Grant Youmans, National Institute 
of Mental Health 

Life-Styles in Aging 

Gorpon F. Srrers, Cornell University 
Study of Occupational Retirement 


Breen, University of 


and 


SOCIAL DISORGANIZATION 


Chairman, Hersert A. Biocu, Brook- 
lyn College 


IrvinG Crespr, Harpur College 

The Social Significance of Card 
Playing as a Leisure Time Activity 
Rosert S. Lee, Donato M. GErarp, 
Istpor CHEIN, EvA ROSENFELD, Research 
Center for Human Relations, New York 
University 

The Family of the Drug Addict 
Anpvers S. Lunpe, Gallaudet College 
The Sociology of the Deaf 

IsragEL Gerver, Brooklyn College, and 
JoserH BeNsMAN, William Esty and Co. 
The Public Image of Crime as a 
Function of Law Enforcement 
Donatp J. NewMan, St. Lawrence Uni- 
versity 

Public Judgments of White Collar 
Crime 


730 to 5:30 P.M. 

ROUND TABLE ON MEDICAL 
SOCIOLOGY 

Chairman, Aucust B. HOLLINGsHEAD, 


Yale University 
The purpose of this session is to enable 
sociologists and other social scientists 
engaged in teaching or research in Medi- 
cal Sociology to meet and informally 
discuss their interests and some of the 
problems they encounter in their work. 
No formal papers are planned. 








O ficial 


REPORT OF THE ELECTIONS 


COMMITTEE, 1955-1956 
The Committee wishes to thank all 
members who cooperated in facilitating 


its work, enabling the election of officers 
to be completed before the end of May, 
1956. Special thanks go to the Secretary, 
Professor Harry W. Roberts, and the Presi- 
dent, Professor Arnold M. Rose, for their 
suggestions and help throughout the year. 
The following officers were elected for 
the year 1956-1957 and duly notified: 


President-Elect 
BYRON FOX 
Vice President 
RICHARD A. SCHERMERHORN 


Secretary 


HARRY W. ROBERTS 
Treasurer 
SIDNEY H. ARONSON 


Members of the Executive Committee 


JESSIE BERNARD 

ROBERT BIERSTEDT 

HERBERT BLUMER 

E. FRANKLIN FRAZIER 

ALFRED M. LEE 

ALFRED LINDESMITH 

ARNOLD M. ROSE 

PAULINE YOUNG 

(Note: Professor Thomas D. Eliot has 

a part of an unexpired term to complete 
as a member of the Executive Committee. 
The President of the Society serves as 
Chairman of the Executive Committee.) 


Editorial and Publications Committee, 


JOHN F. CUBER 
JEROME HIMELHOCH 
PAUL MEADOWS 
CHARLES H. PAGE 
ROBIN M. WILLIAMS 


Committee on Standards and Freedom 


of Research, Publication, and Teaching 


JEROME DAVIS 
CLYDE KLUCKHOHN 
WILLIAM L. KOLB 
ELIZABETH B. LEE 
IRA DeA. REID 
The Chairman of the Committee wishes 


to thank all of the cooperative and efficient 
members of the Elections Committee for 
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their enthusiastic and unstinting support: 


Courtney B. Cleland 
Robert W. Janes 
Eugene Litwak 
Donald D. Stewart 


There are certain matters which your 
Elections Committee must bring to your 
attention. When action is taken on them, 
succeeding committees will be able to con- 
duct elections with greater efficiency. These 
matters pertain to certain steps in present 
election procedure, concerning which dis- 
satisfaction was expressed by members of 
SSSP as well as by the Elections Com- 
mittee. 


1. The open nomination results in a 

given candidate being nominated for 
several offices and committees. Dupli- 
cations are inevitable since five votes 
entitle a given nominee a place on 
the primary ballot. (It should be noted 
that although 564 names were nominat- 
ed in the open nomination, 44 re- 
ceived sufficient votes to have their 
names placed on the primary ballot). 
It has been suggested that persons re- 
ceiving the required number of votes 
through the open nomination be noti- 
fied at once of the office(s) or com 
mittee(s) for which they are nominated. 
The nominee may then indicate which 
office or committee he prefers. Nomi- 
nees wishing to withdraw their names 
may do so at this time. 
It should be noted that this procedure 
was adopted for the first time after 
the primary election results showed 
several nominees were elected to one 
or more committees or offices. This 
helped to eliminate duplications as 
well as resulted in some candidates 
withdrawing before the general elec- 
tion returns were counted. It is 
recommended that this step be taken 
after the open nomination. 

2. President Arnold M. Rose has a motion 
to amend the Constitution, making it 
mandatory that no member’s name ap- 
pear more than once on the final ballot. 
It is hoped that the members of SSSP 
will act favorably on this motion. 

3. It has been suggested that when can- 

didates are nominated for offices or 
committees, members should strive for 
a more equitable geographical distri- 
bution. 
Preparing and circulating a brief bio- 
graphical sketch of various nominees— 
especially those less known to the mem- 
bership—may be helpful. This sketch 
should be enclosed with the primary 
ballot. 
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It has been further suggested that a 
member of the previous year’s Elec- 
tions Committee be named, ex-officio, 
to the following year’s committee, to 
provide some continuity and help with 
election procedures. 


The election procedures as currently used 
are cumbersome and tedious. However, 
they enable all members to participate in 
the affairs of SSSP. Twenty-one per cent 
participated in the open nominations; 
42% in the primary election; and 514%: 
in the final ballot. Many remained silent 
and it is believed that, if some of the 
suggestions outlined above were adopted, 
their apathy might be overcome. 
Respectfully submitted, 
Rose Hum Ler, Chairman 
Elections Committee 
#; OK 


REPORT OF THE EXECUTIVE 
COMMITTEE, APRIL, 1956 


The following proposal, submitted by 
Arnold M. Rose, SSSP President, has been 
approved by the Executive Committee in 
a mail ballot: 


One item of unfinished business from 


our informal March meeting pertains to 
Social Problems. A series of proposals by 
the Editorial and Publications Committee 
was discussed and modified at that time. 
They are now presented for full Executive 


Committee action. If passed, they will 
govern Social Problems until such time 
as a constitutional amendment can be de- 
veloped and passed (the Constitutional 
Committee is now considering such an 
amendment). There is a need to establish 
rules governing Social Problems, which has 
grown up under a vague, general directive. 
In addition to specific rules, the following 
proposals establish the general principle 
that the Executive Committee remains the 
only body empowered to take action in 
regard to Social Problems, but that the 
Editorial and Publications Committee has 
the responsibility of making recommenda- 
tions regarding policy. The Editor re- 
mains the final judge over acceptance and 
rejection of manuscripts and over format 
(within the limits of his budget). 

a. The Editor is to be nominated by 
the Editorial and Publications Committee, 
and approved by the Executive Committee, 
for a term of three years. 

b. The Business Manager is to be nomi- 
nated by the Editorial and Publications 
Committee and approved by the’ Execu- 
tive Committee, for a term of three years. 
It was stated that it is convenient to have 
the SSSP Treasurer as Business Manager 


SOCIAL PROBLEMS 


c. The Book Review Editor is to be 
nominated by the Editorial and Publica- 
tions Committee and approved by the 
Executive Committee for a term of one 
year. 

d. The other Associate Editors are to be 
named by the Editor, for an indefinite 
term not to exceed the term of the Editor. 

e. The Advisory Editors are to be 
nominated by the Editorial and Publica- 
tions Committee, and approved by the 
Executive Committee. 

f. The Editorial and Publications Com- 
mittee may at any time recommend the 
replacement of the Editor, the Business 
Manager, the Book Review Editor, or any 
of the Associate or Advisory Editors. The 
Editor may at any time recommend the 
replacement of any of the Associate or 
Advisory Editors or the Book Review 
Editor (not the Business Manager). The 
Executive Committee retains the author- 
ity, subject to vote of the membership, 
if called for, in all cases of appointment 
or replacement. 

g. Terms of appointment run_ until 
August 31 (in effect, the day of the an- 
nual meeting). In the ordinary course of 
events, appointments should be made at 
least four months before the change-over, 
and in the case of the Editor preferably a 
year earlier. 

* * * 


SSSP BOOKS OF READINGS 


The Society has thus far published two 
books of readings: 

1. Mental Health and Mental Disorder: 
A Sociological Approach. Edited by Ar- 
nold M. Rose. New York: W. W. Norton 
and Co., 1955. xiv, 626 pp. $4.90. W. W. 
Norton and Co. has completed arrangements 
with Routledge and Kegan Paul, Ltd., for 
a British edition of this volume, which 
was previously chosen as a book selection 
by the Basic Books Service. 

2. Sexual Behavior in American Society: 
An Appraisal of the First Two Kinsey Re- 
ports. Edited by Jerome Himelhoch and 
Sylvia F. Fava. New York: W. W. Nor- 
ton and Co., 1955. 446 pp. $4.00. 

Faculty members are urged to consider 
these books for use as required or collateral 
reading in appropriate courses and to 
order them for their libraries. 
~Marvin Sussman, chairman of the Com- 
mittee on Community Research and Devel- 
opment, has been preparing an SSSP-spon- 
sored book of readings on the community. 
It is expected that the Society will shortly 
sign a contract with a publisher for the 
publication of this book. All royalties from 
SSSP-sponsored books go to the Society. 








